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Foreword 


‘Training of medical doctors on Substance Use Disorder is an identified 
important activity of the Ministry of Health & Family Welfare and us. 
Obviously these training programmes need to be supported by adequate 
resource material. Towards this endeavour, the centre published a Manual 
for Physicians in the year 2000. In recent national meetings, it was sug- 
gested that this manual be revised and additional material should also be 
developed. We have attempted to develop two new monographs to 
strengthen the training programme. The first such book under preparation 
is the Manual for Physician (revised). This is being supplemented by illus- 
trative clinical material-the Case Book. It is suggested that these two mono- 
graphs should be used conjointly during a training programme. It is hoped 
the Case Book would make clinical teaching richer and more informative. 


Rajat Ray 


Editor's Preface 


It is indeed a pleasure to be associated with the task of compiling the book 
of case vignettes for the World Health Organization (India) and the Min- 
istry of Health and Family Welfare (Government of India). This case-book 
is a product of intense deliberations and the felt need to revise the course 
materials for training of General Duty Medical Officers being conducted 
as part of training programmes undertaken by the Ministry of Health and 
Family Welfare (Government of India) at various apex institutes across the 
country. The case-book aims to provide specific clinical situations and their 
management. It is intended to cover as many situations as can be envisaged 
to be commonly encountered. Any suggestions for situations that have not 
been covered and are important may be informed so that they may be 
addressed in the revised version. 


Though intended to be used primarily by the GDMOs this case-book may 
also be useful for others who are involved in the care of patients with sub- 
stance use disorders. 


We look forward to any suggestions for improvements and changes. 


Hem Raj Pal 
Ravindra Rao 
Indra Mohan 
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NICOTINE DEPENDENCE AND 
MANAGEMENT 


Dr. Hem Raj Pal & Dr. Ravindra Rao 


CASE 


] 


CASE DESCRIPTION 


Mr. H.R, a forty year old married Hindu male presented with complaints 
of tobacco use and inability to give up use of tobacco. He had started use 
of tobacco in the form of beedis at the age of seventeen years in the com- 
pany of his friends. He had started out of sheer curiosity and some pressure 
from his friends. Even though it caused dizziness he found the initial 
experience pleasurable. Initially for about 3 months he would take about 2 
to 3 puffs mostly from his friends’ beedis, but later he gradually increased 
the frequency and amount of beedis so that within a year he was consum- 
ing 4 to 5 beedis per day. He would purchase beedis out of the money saved 
from his bus ticket to travel to his college. At this time he would smoke 
only in the college and never at home. He often felt guilty about his use but 
the company and the desirable effects particularly his impression of im- 
provement in concentration at studies in college made him continue use of 
beedis. To mask the smell he would use traditional mouth freshner or blame 
the others smoking for the smell. The family members did not always be- 
lieve him and over time they became convinced that he was using beedis. 
Patient admitted upon being confronted and promised he would give it up 
which he did for a few days but started using again soon. 


After graduation he started working as a salesman for a company where he 
started getting his own money and the dose escalated to two to three bundles 
(each containing 12 beedis) per day. The family members had by then be- 
come opposed to his use of tobacco and there were frequent protests de- 
spite which the patient continued to smoke. He also shifted to using ciga- 
rettes, which he felt were more commensurate with his status. He started 
carrying a packet of cigarettes with him and would finish it in a day. His 
associates at workplace also shared his habit and this led the patient to 
continue the use of cigarettes. He would take his first cigarette in the morn- 
ing soon after getting up along with his bed tea. Before he left for work he 
would have used about 2-3 cigarettes. During the course of day he would 
take one every 2-3 hours and definitely during the lunch-time. Upon re- 
turning home he would take a couple more before dinner and one before 
going to bed. His intake would increase when he would become tense 
especially about the month end sales at work or tension in the family. If for 
some reason he could not smoke cigarettes for a few hours to a day he 
would experience withdrawal signs and symptoms such as dysphoria, rest- 
lessness, anxiety and poor concentration. 


Under the pressure of family two years after employment he got married. 


a Substance Use Disorders: A Physician's Manual 


The patient contemplated stopping his cigarette use and thus reduced his 
use but could not give up. After marriage his wife initially did not object to 
his use of cigarettes but within a few months she did start discussing his 
giving up. This was also related to the pregnancy and to the fact that they 
needed to save money and avert the ill effects on health. Despite his prom- 
ise the patient made only weak attempts that would get the wife irritated 
with him. Around the time his first child was born patient gave up smok- 
ing for a few days till the celebrations related to childbirth were over. He 
slipped back into the use of cigarettes again initially surreptitiously but 
very soon he was using to the same extent as before. During the subsequent 
years the wife’s complaints and requests to stop became milder and she 
gradually accepted his use of tobacco. 


Over the years patient noticed a reduction in his physical stamina. He also 
started having cough that would often be associated with the production 
of yellow sputum and he would be breathless. After consultation and treat- 
ment with antibiotics he would be better and revert back to smoking. Gradu- 
ally such episodes kept increasing over time to the extent that they would 
happen about 2-3 times a year. The patient had been told by his doctor to 
give up smoking and he would do so for a few days after the episode but 
restart soon. 


About 3 to 4 years back, the patient was diagnosed to have hypertension 
during a check up for headache. The physician advised him to quit smok- 
ing. At this point the patient started thinking of making a sincere effort to 
stop smoking. He stopped on his own for 2 to 3 days during which he felt 
irritable and restless and had difficulty in concentrating during the meet- 
ings. He also had disturbed sleep and felt an intense desire to smoke when 
he saw his colleagues smoking or saw a cigarette shop. The patient ulti- 
mately restarted smoking after 2 to 3 weeks of having stopped smoking. 
He made few more attempts in the next year lasting from a few weeks to a 
month but always got back to using cigarettes. Due to his failures he felt 
demoralized and stopped the idea of quitting altogether. His anti- 
hypertensives continued during this attempt. About 2 to 3 months back, 
the patient felt discomfort in his chest with sweating and palpitations. An 
emergency EKG was done which showed elevated ST segment and patient 
was diagnosed to be having angina. During the course of treatment he was 
referred to tobacco cessation clinic and the patient seriously started think- 
ing about quitting smoking and came to the clinic. 


CASE FORMULATION 
The patient in the case vignette is a typical profile of the patients present- 


ing to a physician's clinic. Such patients usually are middle aged, married, 
have a stable job and family life. They typically have long duration of smok- 
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ing history and develop medical complications by the time they present to 
the physician. The patient had tolerance as evidenced by the increase in 
consumption of cigarettes; withdrawal signs and symptoms such as dys- 
phoria, restlessness, anxiety and poor concentration. He also had intense 
craving for the tobacco and was unable to cut down or stop the intake. 


DIAGNOSIS 
Nicotine Dependence Syndrome; Hypertension and Angina. 


MANAGEMENT 


A thorough general physical examination was done. Also investigations 
including haemogram, liver function, and kidney function, lipid profile, 


EKG, and chest X-ray were advised. 


A detailed smoking history was taken which included the number of ciga- 
rettes smoked each day, the time to first cigarette, the past attempts to quit 
smoking and the reason for relapse. The severity of nicotine dependence 
was assessed by the Fagerstrom’s Test for Nicotine Dependence (Appen- 
dix 1). The patient scored 8, which shows a severe level of dependence. 
The motivation for and barriers to quit were assessed. In this patient the 
motivation for quitting was to prevent further health damage to the body; 
and the barrier was fear of failure to quit. Though the patient had come on 
his own for treatment, he was still ambivalent regarding abstinence and his 
main concern was that he will fail this time as well. 


Treatment 


The patient was explained the modalities of treatment. Both pharmaco- 
logical and non-pharmacological modalities were offered. The patient was 
suggested a combination of both of these modalities, which the patient 
accepted. The patient was also explained that he would have to come twice 
a week in the initial few weeks, then once a week or fortnight depending 
upon the response to treatment. 


The patient was given a clear advice to stop smoking, a positive feedback 
was given stating that it is possible to quit smoking. The patient was edu- 
cated about the health hazards associated with continued smoking. It was 
also told to him that the adverse effect of smoking on his cardiovascular 
system can be halted by smoking cessation. Thus, the patient motivation 
was enhanced. 


The patient’s wife did not know all the details about the patient's previous 
attempts to quit. This time the wife was also involved in the treatment 
plan. The wife was apprised of the situation and the patients attempt to 
quit. Such an involvement would ensure support tor the patient during his 
abstinence phase as well as motivation to continue abstinence. 
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a) Setting a quit date 


After consultation with the patient and his wife, a quit date was mutually 
agreed from the following day, which happened to be his child’s birthday. 
This was to allow the patient to settle down and reflect upon the possible 
barriers and problems, which can be encountered when the patient is ab- 
stinent from smoking. 


b) Nicotine replacement therapy 


The patient was advised to start using nicotine gum to decrease the with- 
drawals following tobacco cessation. In India, nicotine gum (Nulife chew- 
ing gum) is usually available and widely prescribed. This is available as a 2 
mg chewing gum. The patient was advised to use the gum on an hourly 
basis. He was asked to chew the gum slowly and then park the gum after 
every 10 to 15 minutes to prevent jaw aches. The patient was given the 
freedom to choose the amount as much as required but not more than 6-8 
gums a day. The patient was explained the possible side effects of nicotine 
gum which could include throat irritation, sore jaw and bad taste in the 
mouth. He was however assured that these adverse effects would be mild 
and would subside within one week. He was also told that once he is stabi- 
lized on this dose a gradual reduction of gum would begin. 


c) First Follow Up 


For follow up, the patient came with his wife. He had brought the reports 
of the investigations with him. The haemogram, liver function, kidney 
function tests and EKG were normal. Bronchitic changes were noticed on 
X-ray chest. Cholesterol levels were raised. 


He had stopped smoking daily, but he had used it three to four times in the 
four day period. He reported that he had used it mainly because of craving. 
The situations in which he had smoked were assessed. Once he had used it 
when he had seen a cigarette packet lying in his a/mirah that he had forgot- 
ten to dispose. At another point, he had used it when he saw his friend 
smoking. Using this information, the further session was carried out. 


The patient’s motivation to quit smoking was assessed. Along with the 
other aforementioned techniques used to enhance his motivation, the in- 
vestigation reports were used to provide a realistic feedback to the patient 
and hope was instilled that the changes found in the report can be revers- 
ible if he continues to be abstinent from tobacco. 


Since the patient had smoked once because of cigarette packet lying around 
he was asked to throw away the cigarette packets, lighter, ashtray and other 
paraphernalia associated with using cigarette. He was also encouraged to 
avoid other smoker friends of his and other situations associated with smok- 
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ing. With this it was hoped that the patient would have less craving associ- 
ated with these cues. 


d) Alternative activities 


The patient was encouraged to use his spare time in other activities that he 
had found pleasurable before. He was asked to make a list of the pleasur- 
able things that he would be doing before, but had stopped doing it. The 
patient mentioned going for walks, cooking and gardening. He was en- 
couraged to start going for a walk out in the nearby garden along with his 
wife. He was asked to spend more time gardening and tending to the plants. 
The patient was encouraged to make similar such changes in his routine 
activities so as to substitute his tobacco using behaviour with other plea- 
surable healthier behaviours. 


The patient was taught to delay his urge to smoke by a fixed period of 
time. Thus he was asked to delay his urge to smoke by halfan hour. During 
this half an hour period, the patient was asked to enhance his motivation 
by reminding himself the reasons why he had wanted to stop smoking. 
The patient was also asked to get himself out of the situation in which he 
would have the urge to smoke. Finally the patient was asked to ring his 
wife whenever he had the urge to smoke so that she would encourage him 
to delay his urge to smoke and also remind him the positive outcomes of 


stopping smoking. 
e) Non-nicotine therapy 


Since the patient reported craving, it was suggested that the patient be 
started on Tablet Bupropion SR. The patient was asked to start the tablet 
initially as 150 mg OD, and increase the dose to 150 mg BD after four 
days. The patient was explained of the side effects that he might be likely to 
have with the use of this product such as headache, insomnia, nausea and 
rarely seizures. The patient was also explained that the efficacy would start 
after one week to ten days after the start of the medication. He was to avoid 
using alcohol completely as it may show an adverse reaction if used to- 
gether. The patient complained of constipation since the time he left smok- 
ing. He was assured that this is a very common occurrence after stopping 
smoking and that his bowel movements would be normal in few days time. 
The patient was prescribed laxatives for the time being. 


f) Subsequent Follow Ups 


The patient was asked to follow up every week along with his wife initially 
for 3 months. In this regard he was regular and continued to report to the 
clinic every week. He continued to be abstinent from smoking continu- 
ously; there were one or two occasional slips. The patient had got demor- 
alized but did not continue smoking. A positive feedback and encourage- 
ment was given with every follow up. The patient did not report great 
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benefit from Tab. Bupropion SR even after using it regularly for four weeks 
and he was asked to gradually taper in the manner that it had been started. 
Instead, he found the urge surfing and behaviour modification to be better 
in decreasing his urges. He was encouraged to continue the same. The 
patient continued to use gum, however he started decreasing the amount 
on his own after two months and by the end of four months, he stopped 
taking the gum. The patient remained in follow up till six months. Gradu- 
ally the interval between the follow-ups was lengthened to once a fort- 
night, and after six months, follow up was prolonged to once a month or 
once in two months as he was maintaining abstinence from tobacco use. 


ALCOHOL DEPENDENCE SYNDROME : 
MANAGEMENT OF UNCOMPLICATED WITH- 


DRAWAL STATE 
Dr. PK. Dalal & Dr. Anil Nischal 


CASE DESCRIPTION 


Mr. S.Y. is a 28-year-old unmarried north Indian male. He lives with his 
mother in a relatively underdeveloped district of Uttar Pradesh. He con- 
tacted the de-addiction centre to get rid of his problem of excessive drink- 
ing. His excessive alcohol consumption was causing increasing problems 
in all spheres of functioning and had recently led to annulment of his 
marriage. 


Mr. S.Y. had started drinking about 10 years back when he shifted to a 
university hostel of a big city for his graduation. At the hostel he grew 
friendly with some students involved in university politics. These friends 
took alcohol often as they could procure it free of cost owing to their po- 
litical influence. He initially started with a bottle of beer on weekends but 
gradually progressed to almost daily consumption of beer. Later during his 
five-year stay there, his amount of consumption increased to about 2-2 % 
bottles of beer every evening as less than two bottles no longer seemed to 
make him feel the way he felt earlier with lesser amounts. 


Five years ago Mr. S.Y. had to leave his studies and return to his hometown 
due to family problems and property dispute. Back home he joined his 
elder brother who runs a medicine shop. His brother was a heavy drinker 
and used to consume spirits in the form of whisky daily in the evening. 
Initially Mr. S.Y. involved himself in the work and tried to cut down his 
beer consumption but he felt uncomfortable and had sleep problems. On 
his brother’s suggestion he substituted his beer with whisky to relieve him- 
self of these problems. Since then he switched to hard drinks as he discov- 
ered that these were more enjoyable and convenient. In company of his 
brother he soon started drinking daily in the evening, as he could not sleep 
well without it. The brothers also started neglecting business and would 
close down the shop early in the evening to enjoy drinks. Moreover, money 
was never a major issue as each of them had inherited about 100 bighas of 
good farming land, which was on lease. He kept ample stock to tide over 
holidays and dry days as he realized that he could no longer do without 
alcohol. His usual dose was about half a bottle (about 350 ml) a day. Mr. 
S.Y. recollects having severe anxiety, irritability, restlessness and sleep dis- 
turbances if he missed his drink. 


Mr. S.Y. started drinking in the daytime also about 8 months ago when his 
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eldest brother, a farmer and also a regular heavy user of alcohol, expired. 
He was emotionally close to his eldest brother. Although now he realizes 
his mistake but at that time Mr. S.Y. felt that drinking would help him 
overcome grief and face the loss. As his brother died of alcohol related 
problems, S.Y. started contemplating quitting drinking and developed a 
desire to leave alcohol. He made several attempts but was unsuccessful. If 
he did not take alcohol his hands would start to tremble and he would feel 
increasingly restless, irritable and uncomfortable with passage of time. He 
would keep turning sides in bed and was not able to sleep in spite of taking 
sleeping pills from his shop. He was able to abstain for not more than 48 
hours and had to drink to relieve himself of this unpleasant state. By now 
his dose had gone up to about one to one & a half bottle a day. As he was 
now drinking heavily thrice in a day he remained drunk most of the time. 
He no longer took care of the shop and avoided his social and household 
duties. Soon a word about his alcoholism spread across his friends and 
relatives and people started avoiding him. 


Mr. S.Y. had been engaged at the age of 15 years and was to be married 
later this year. Last month his in-laws-to-be approached his mother and 
broke the relationship citing his alcoholism as the reason. He felt insulted 
and decided to get rid of his drinking at any cost. Knowing well that he 
would have problems he contacted a physician for help and was advised to 
contact de-addiction unit of our institution. 


Mr. S.Y. was born and brought up in a well to do farming family in central 
Uttar Pradesh. His father owned about 400 dzghas of fertile farming land, 
which he leased for income. He also was a chronic alcoholic and died of 
alcohol related problems about 12 years ago. Since then his eldest brother 
was the head of the family and treated Mr. S.Y. like his son who is the 
youngest of six siblings. All his three sisters are happily married. Both his 
elder brothers were chronic alcoholics and lived separately with their fami- 
lies since last 5 years. He presently lives with his mother. 


His development through childhood and adolescence was quite normal. 
He did well at school and completed his graduation. He joined a law course 
but left it in second year because of family problems. His relations with his 
parents and his siblings had been good. He was always attached to his 
family and shared their problems. However, his present friends circle was 
restricted to persons known to be fond of drinking alcohol. He became 
angry and irritable if criticized for his drinking habits. Otherwise, he was 
normally cheerful and realized that alcohol is harmful. He had never been 
seriously ill and this is his first contact with psychiatric services. 


On physical examination no abnormality was detected. On mental status 
examination, Mr. S.Y. was adequately dressed in casual but clean clothes. 
He looked his reported age of 28 years. His personal hygiene was satisfac- 
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tory. During the interview he seemed uneasy and uncomfortable. He was 
anxious, with an alert facial expression and perspiration on his forehead. 
He was communicative, fully co-operative and rapport could be estab- 
lished with him. He was oriented and there were no deficits in his memory 
or cognitive functions. He scored 4 on CAGE (Appendix 2) & 33 on 
AUDIT (Appendix 3)-screening tools for alcoholism. 


CASE FORMULATION 


Mr. S.Y. has an alcohol related problem meeting the criteria for an Alcohol 
Dependence Syndrome. 


DIAGNOSIS 


Alcohol Dependence Syndrome Currently in Withdrawal State, Uncom- 
plicated 


MANAGEMENT 
Laboratory Tests: 


All investigations were within normal limits except for mild elevation of 
liver enzymes. 


Treatment 


He was admitted to the hospital and advised to observe strict abstinence. 
He was started on oral diazepam (40 mgs/day), thiamine (100 mgs/day) 
and multi vitamins. On the second day of hospitalization diazepam was 
increased to 5Omgs/ day as he was still having tremors and anxiety. From 
the 4" day onwards when he was comfortable the dose of diazepam was 
gradually reduced and it was stopped on the 8" day. 


He was also given supportive psychotherapy and motivational counseling. 
The withdrawal symptoms improved on this medication over a period of 
10 days. He was also put on acamprosate (333 mgs) 4 tabs / day for control 
of craving which would continue for a longer period of time. 


Editor’s Note : This case demonstrated uncomplicated withdrawals of moder- 
ate intensity. The decision to hospitalize depends on the services available and 
is not mandatory. Such cases can be very well managed on outpatient basis 
provided there is adequate social and family support. 
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ALCOHOL DEPENDENCE SYNDROME: 
MANAGEMENT OF COMPLICATED 


| WITHDRAWAL STATE 
Dr Debasish Basu & Dr Sandeep Grover 


CASE DESCRIPTION 


RK, a 45-year old male, separated from his wife, graduate, working as a 
clerk, from a middle socioeconomic status Hindu nuclear family, presented 
to the psychiatric emergency in a confused and agitated state. 


The patient had a history of alcohol intake since 25 years. He started con- 
suming alcohol at 20 years of age, initially drank beer in company of friends, 
once a month, and continued in the same pattern for 2 years. Later he 
shifted to whisky, to derive more pleasure and would take 30-60 ml per 
occasion, once in a week. Over the next 10 years his alcohol intake kept on 
gradually increasing, and by the age of 30 years he started consuming about 
180 ml of alcohol daily in the evening. On enquiry, the patient reported 
that his quantity of alcohol intake kept on increasing because of lack of 
pleasurable effect with the previous amounts. During this period he did 
not have any problem in abstaining from alcohol for 2-3 days; neither did 
he have any serious familial and socio-occupational impairment other than 
occasional drunken brawls. 


Over the years, his alcohol consumption kept on increasing and by the age 
of 40 years, he started consuming nearly 750 ml of whisky per day and 
would drink during the daytime too. He would also experience withdrawal 
symptoms on abstaining from alcohol in the form of strong urge to take 
alcohol, anxiety, restlessness, irritability, insomnia, nausea, vomiting and 
loss of appetite. On inquiry, patient reported that he frequently made at- 
tempts to quit or decrease his alcohol intake but was not successful. He 
would frequently decide not to drink, but by the evening he would start 
having strong urge for the same, would decide to take only one peg of 
alcohol, but after starting alcohol he was not able to restrain himself. On 
occasions he also had blackouts, i.e., was not able to remember what he did 
previous night under the influence of alcohol; he also had 2 bouts of 
haematemesis and melaena. During this period, he also started going ir- 
regularly to the office, was found to be drunk in the office on a few occa- 
sions and was reprimanded by the higher authorities. His wife would fre- 
quently tell him to stop drinking, due to which patient would get angry 
and beat her. He would spend about 70% of his salary on alcohol, occa- 
sionally would borrow money from colleagues. Over the years his interper- 
sonal problems with his wife worsened and his wife left him to stay with 
her parents. He also had 2 minor road-traffic accidents. On ultrasonogra- 
phy of abdomen he was also found to have fatty liver. He was advised by 
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the doctors to abstain from the alcohol and was explained about the link 
between fatty liver and alcohol. After this, he remained abstinent for 3 
months but again started taking alcohol, initially 30-60 ml, but over 1 
month reached to 750 ml per day. At the age of 43 years, he was diagnosed 
to have diabetes mellitus and was started on glibenclinamide 5 mg/day, 
but his compliance was poor. When he was 44 years of age, on one occa- 
sion, he was not able to drink because of ban on the sale of alcohol by the 
government for 2 days, after which he had an episode characterized by 
tonic-clonic movements lasting for a minute, followed by unconscious- 
ness. He continued to take alcohol in spite of this. 


There was no significant past physical or psychiatric history. There was 
history of alcohol dependence in patient's father and paternal uncle. There 
was no history of jaundice, other substance abuse, depression, and other 
psychiatric disorders. 


The patient had stopped consuming alcohol 5 days prior to presentation, 
and within 24 hours of his last alcohol intake, had a generalized tonic- 
clonic seizure. Following this, 2 days after stopping alcohol he was noted 
to be agitated, shaking all over, failing to identify and misidentifying fam- 
ily members, fearful, seeing threatening figures on the wall which others 
could not see, complaining of hearing loud noise which others could not 
hear, picking at clothes and when asked, complained of insects crawling on 
his body. He had difficulty in falling asleep and would get up every few 
minutes and slept for only a few hours in last 3 days. There was no history 
of head injury and fall in the recent past. 


On physical examination, the patient was found to have coarse tremors, 
pallor, signs of dehydration, diaphoresis, tachycardia, blood pressure of 
110/60 mmHg and respiratory rate of 24/minute. On mental status ex- 
amination, he was not able to say correctly about the place, misidentified 
his family members who had come to meet him and he was not able to 
recollect what he had in the previous meal. He was not able to learn new 
information, but was able to tell about his place of birth and year of birth. 
He also complained of hearing voices of people accusing and threatening 
him as well as seeing small-sized snake-like creatures on the wall. He picked 
up his clothes and bed sheet frequently. He was immediately hospitalized. 


DIAGNOSIS 
Alcohol Dependence Syndrome with withdrawals (complicated by delirium 
tremens and withdrawal seizures) 


MANAGEMENT 


Investigations: 


The patient was found to have serum bilirubin levels of 1.5mg/dl, random 
blood sugar 300 mg/dl, and serum sodium 125 mmol/dl. Other serum 
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electrolytes, haemogram, renal function test, Arterial Blood Gas, ECG, 
chest X-ray and CT scan were all normal and his blood and urine cultures 


were sterile. 


Treatment 


The patient was hospitalized and kept in a calm and quiet environment, an 
IV line was secured and patient was started on IV fluids. He was also started 
on sliding scale plain insulin after consultation with endocrinologist, hy- 
ponatremia was corrected, and he was given thiamine 100 mg IV on the 
first day, 50 mg IM/d over the next 3 days and then maintained on oral 
thiamine (along with other vitamin supplements) thereafter. He was also 
given lorazepam 4 mg slow IV stat, followed by oral lorazepam 2 mg q.i.d. 
Over the next 3 days his sensorium improved. He was able to identify the 
family members correctly and was able to remember things properly. 
Lorazepam was gradually tapered off; by 7th day of admission patient was 
off lorazepam. His motivation for abstaining from alcohol was assessed. 
The patient reported that he wanted to quit alcohol but was not able to do 
so because of various cues and strong desire to take alcohol. He was taken 
up for cognitive therapy and was started on tablet acamprosate (333 mg) 2 
tabs t.i.d. Patient identified the cues and was suggested alternative mea- 
sures to handle various problem situations and problematic emotions. He 
was also advised to follow up regularly in the de-addiction clinic. 


Editor's Note : Serious complications during withdrawal states, when 
identified should be managed in specialized set-ups like a well equipped 

emergency room or an inpatient unit in a de-addiction centre. Withdrawal 
seizures do not generally warrant long-term anti-epileptic therapy. 


ALCOHOL DEPENDENCE : 


MANAGEMENT BEYOND DETOXIFICATION 
Dr B.S. Chavan, Dr. Ajit Sidana & Dr Divya Mangla 


CASE DESCRIPTION 


Mr. K. 39 year old male, graduate, running his own computer centre was 


brought to the Psychiatry OPD by his wife with the complaints of 
¢ Excess alcohol drinking 


* Declining work performance 
¢ Irritable behaviour 


Mr. K. used beer for the first time along with friends when he was 22 years 
old. He did not like the taste but enjoyed the encouragement shown by 
the friends. Thereafter, he started taking beer whenever his close friends 
insisted. After few months, he enjoyed the experience of light-headedness 
and loss of inhibition associated with beer use. Gradually, he also started 
taking whisky and rum. Two years later, he was using alcohol almost 3-4 
times a day. Up to this time he was consuming 2-4 pegs of whisky (about 
60-120ml) in a day. His father, who was in Army and was an occasional 
social drinker, warned Mr K. to keep a check over his frequent drinking. 
Until this time there was no significant problem in Mr. K’s social and 
academic life. During this period he completed his diploma in computer 
science and started working in a private computer centre. Later he opened 
his own computer centre. He got married at the age of 25 years. After 
marriage his frequency of drinking decreased slightly for initial few months. 
But soon he started facing problems causing a lot of mental stress. He 
became irritable and spent most of his time with one of his close friend 
who was his regular drinking partner. He increased the amount of alcohol 
intake to % bottle (350ml) of whisky almost daily. He stopped taking 
interest in the computer centre and would not go to office for days to- 
gether; instead he would either be at home or with his friend. On her 
father in law’s advice, his wife took over the charge of the computer centre 
and the business started improving thereafter. Seeing this, Mr. K felt happy 
and started giving time to the centre. He and his wife worked together to 
improve the business. During this time, his alcohol intake reduced signifi- 
cantly. His married and personal life went smoothly for almost 5 years. Dur- 
ing this period he had rare occasions of heavy drinking (exceeding 750 ml). 


In year 1999 he again started drinking after meeting his old friends. More 
so he was quite relieved as his business was doing very well. Gradually he 
started drinking alone at home. His intake increased to 1 bottle per day. 
Within few months there was a marked increase in intake to about 2 bottles 
per day with early morning drinking. Once he met with an accident while 
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driving his scooter in drunken state and had to be admitted in orthopedic 
ward for few weeks with fracture clavicle. Because of his heavy drinking 
there was discord with the wife. There were frequent disputes between him 
and his father. He would leave home for days together following heated 
argument with family members. Because of this his wife left him and went 
to her parental house with children. She came back few months after per- 
suasion by her father in law. But Mr. K continued with the same pattern of 
alcohol drinking. His well-reputed computer centre was once again in a 


very bad shape. 


His financial condition had deteriorated and he started borrowing money 
from friends and relatives mostly for use of alcohol. Whenever alcohol was 
not available for few hours, he used to have anxiety, tremors in hands, 
restlessness and intense desire for drink. After consuming alcohol these 
problems used to subside. Mr. K was also apprehensive, anxious while talking 
to people except close-ones, irritable and had frequent crying spells. He 
also expressed feeling of sadness and giving up every thing. 


In March 2003 he was brought to Psychiatry OPD by his wife on the 
advice of their family physician. At that time usual consumption was 2 
bottle of whisky per day and maximum was up to two and half bottles 
(1850ml) in a day. 


There was no history of any chronic medical illness. He was found to have 
occasional high blood pressure readings (160/100 mm of Hg). There was 
history of bouts of severe vomiting and pain abdomen mostly associated 
with excessive drinking. For last one year, he also started having breathless- 
ness on mild exertion. 


Mr. K reported occasional mild sadness of mood, which was fluctuating 
after the death of his brother 22 years back. He also had problem of late 
onset sleep since then. But there was no socio-occupational dysfunction 
because of these problems. He had been an extrovert boy with lot of inter- 
est in dance and music. He had friends in college. He had little interest in 
familial problems and had a tendency to avoid responsibilities given to 
him. 


On physical examination he had tremors on outstretched hands, moderate 
pallor, tachycardia (100/min) and hypertension (190/100 mm of Hg).Liver 
was palpable with mild tenderness. Rest of the examination was normal. 


On mental status examination, Mr. K. was slightly restless and appeared 
anxious. He expressed decreased interest in life, death wishes and feelings 
of guilt. His motivation to give up alcohol appeared fair as he had insight 
that most of his present problems were because of drinking. He had no 
perceptual disturbance. Cognitive functions were normal except for mild 
changes in long-term memory. 
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CASE FORMULATION 


Mr. K 39 year old male presented with long history of excessive alcohol use 
with strong desire for alcohol and difficulty in controlling drinking. There 
was evidence suggestive of tolerance. He would have withdrawal symp- 
toms whenever he missed alcohol. He was spending lot of time in drink- 
ing and neglecting other responsibilities. Beside, there was history of per- 
sistent sadness of mood, decreased interest in work and death wishes. Due 
to alcohol drinking he had strained relations with his wife and other family 
members. He failed on social, occupational and economical fronts. Rou- 
tine investigation revealed moderate liver damage. 


Diagnosis 

Alcohol dependence syndrome 
MANAGEMENT 
Investigations: 


Hb = 11 g/dl 

Platelets = 1.4x 10°/ul 

TLC = 6200x10° /ul 

DLC =78, 18, 1, 3 

Blood urea = 22 mg/dl 

S. Creatinine = 0.8 mg/dl 
Alk. Phosphatase = 117 IU/I 
ASAT/ALAT = 175/121 IU/ 1 
Serum Sodium =137 mEq/L 
Serum Potassium = 37 mEq/L 


Detoxification: 


Indoor treatment was decided for Mr. K. Patient was kept in de-addiction 
ward with one of the family member being with him all the time. He had 
taken last dose of alcohol almost 8 hours before the admission, which was 
about 180 ml of whisky. On the basis of raised liver enzymes he was put 
on oral medication (10 mg of lorazepam in divided doses, 100 mg of thia- 
mine per day and tablet zolpidem 10mg at night for sedation on SOS 
basis). Patient and his family were told about the nature of the treatment, 
for example, probable duration of stay in the ward, role of the family in the 
treatment, long term plans etc. From third day onwards, dose of lorazepam 
was reduced by 20% per day. USG abdomen was done which showed 
fatty changes in the liver. Simple reassurance was given regarding fatty liver 
changes and patient was told that the changes can revert back to normal if 
he discontinued drinking. 


During ward stay patient and his wife were educated about the problems 
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related to drinking. Social worker worked with the whole family of the 
patient including parents, children and wife. They were called for joint 
sessions to discuss about the problems and to find ways to cope with them. 
Clinical Psychologist helped Mr. K to develop coping strategies to refrain 
from alcohol in risky situations, for example, when friends insist him for 
drinking. After 10 days, patient was discharged and advised to come after 
one week with his wife in the psychiatry OPD. 


MAINTENANCE TREATMENT 


This treatment had two components pharmacological and non-pharma- 
cological. In non-pharmacological treatment he was advised to attend 
regular group meetings for patients with substance abuse once in a week, 
which was being conducted by the psychologist. He was also called for 
sessions regarding marital therapy. Among pharmacological method the 
couple was told about naltrexone, acamprosate and disulfiram. Benefits 
and risks of these agents were discussed and ultimately acamprosate 333mg 
t.i.d was chosen as an anti-craving agent for long-term maintenance therapy 
(for about 6 months). Acamprosate was chosen because it can be used 
inpatient with mild to moderate hepatic dysfunction. One month later 
liver function and haemoglobin level were repeated which were getting 
normalized. Patient remained in follow up for about 8 months and was 
abstaining. 


Editor's Note : Even though the various pharmacological choices mentioned by the 
authors are available in India and acamprosate is finding greater acceptability in prac- 
titioners it would be prudent use other agents especially when cost is a factor. 
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ALCOHOL ABUSE AND PSYCHIATRIC 
CO-MORBIDITY 


Dr Indra Mohan & Dr Hem Raj Pal 


CASE DESCRIPTION 


Mr. T, a 32-year-old married male with three children was brought by his 
parents to the de-addiction centre with complaints of drinking alcohol 
frequently in the last 4 months. For about the same time he also had 
difficulty falling asleep at night and often woke up during the night. He 
would try to sleep again but had difficulty sleeping again. He could not 
have a sound sleep and often left the bed feeling “frustrated and tired”. He 
felt anxious and irritable most of the day. His appetite was decreased, had 
lost enjoyment in his life, and had been avoiding family and work. Though 
he had felt this way off and on for last 3-4 months, it was worse now for 1 
month than it had ever been. On occasions he cried and never gave any 
explanation for his behaviour. 


He had been the bread earner since the age of 21 years. About 8 years back, 
his father lost his job, and there were financial difficulties. Around same 
time Mr. T, had an episode of depression. He was easily fatigued, com- 
plained of sadness and persistent gloom, loss of interest and did not prefer 
to interact or sit with anyone in the household or otherwise. His sleep was 
markedly decreased. He was shown to a doctor and was asymptomatic on 
treatment within 2 months. However, he was always apprehensive about 
his future and work. He then started drinking alcohol once in a month 
whenever he felt restless and difficulty in coping with daily events. At times 
he did not drink for few months. By the time he got married which was 7 
years back and had children, his alcohol use increased. When the stress of 
work or finances was high, he would drink frequently. However, it never 
went beyond 2 weeks and never drank to intoxication. In past two years he 
was working well and was feeling better. His alcohol use was irregular and 
was mostly 1-2 times in a week. 


For last 4 months he would take about a quarter of Indian made foreign 
liquor, 3-4 times in a week every evening before meals. He would always 
prefer to drink than being with children or his wife. On 2 or 3 occasions he 
had drunk excessively that he could not walk or stand properly. Once he 
had a bout of vomiting and could not eat his meals properly complaining 
of heartburn. He often felt “relieved and positive” after drinking alcohol. 
He felt that alcohol calmed him down and helped him to sleep. Over the 
past few days, he was drinking more, particularly on the weekends, when 
he stayed home and drank up to half bottle of liquor per day. Recently, 
once, he experienced blackouts where he couldn't remember anything he 
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did on the previous day. Once he hit his wife, when she fought over the 
increase of alcohol use. 


For last 3-4 months, however, he felt gloomy and sad. He was missing 
work and could not sleep in the night. He was irritable when requested or 
asked and avoided being with his wife and children. He also felt hopeless 
and wanted everyone to leave him on his condition. He had started drink- 
ing again. He complained of aches and pains in his body and often avoided 
moving and walking, citing weakness and fatigue as the reason. He felt 
guilty of letting his wife and children down and not able to give them 
material comforts. He experienced interference in his work due to anxiety. 
He denied for any suicidal ideas and there were no suicidal attempts. 


Mr. T was concerned about his mood. When his father mentioned that 
patient's wife and the family were worried about his drinking and behaviour, 
he expressed surprise but acknowledged that his recent increase and week- 
end drinking is a problem. His wife had been angry and withdrawn lately. 
He was willing to try to cut down and possibly stop drinking if he could 
get some help for his work, anxiety and depression. He denies for heroin, 
intravenous drug use or and other psychoactive substance use. He smoked 
5-6 cigarettes every day but for past 1 year he smokes almost a packet every 
day. 


There is no h/o head trauma, seizures, high-grade fever or unconscious- 
ness. There is no h/o any significant medical or surgical illness in the past. 
He lives with his parents and wife. He has 3 children. He works in a private 
firm as an accountant. There is no h/o psychoactive substance use in the 
family. 


Mr. T. had an uneventful childhood and early adolescence. He was average 
in studies. He was a graduate and had done training in some accountancy 
firm. Though he was not academically inclined, he was good in sports. 


Mr. T. had been a responsible person. He had few close friends with whom 
he had good understanding. He participated and attended extra curricular 
activities and sports. He was regular in his studies and on some days helped 
his parents in household work. He was religious and attended the ceremo- 
nies with his family. 


On physical examination, mild pallor was present. No significant abnor- 
mality was seen on systemic examination. On mental state examination, 
patient looked worried and had tears in his eyes. His cognitive functions 
were intact. He was anxious and sad. He felt hopeless and guilty. He felt 
little interest in talking and sitting with his children and wife. He admitted 
that he had been using alcohol in excessive amounts and had impaired 
functioning at home and work place. 
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CASE FORMULATION 


Mr. T. 32 years old presented with sadness of mood, irritability, loss of inter- 
est, hopelessness, guilt, decreased sleep with interpersonal and occupational 
impairment. This was present for last 3-4 months with increase in past | 
month. There was an episode similar to the current one about 8 years back. 
For last 4 months he had increased alcohol use to almost 3-4 times in week 
in excessive amounts compared to his prior occasional use. He on occasions 
was intoxicated and once, could not recall prior day’s events. 


Diagnosis 
Recurrent Depression with Alcohol Abuse 
Diagnostic issues 


This case had definite episode of depression in the past with no correlation 
to alcohol use either in the past or currently, so the diagnosis of induced 
disorder is unlikely. The presence of sad mood, loss of interest in pleasur- 
able activities, decreased sleep, guilt and hopelessness with a similar 
episode in the past leads to the diagnosis of recurrent depression. 


There is recurrent use of alcohol within 12 month period, resulting in a 
failure to fulfill major obligations at work, home (e.g. repeated absences 
from work, neglect of household, spouse and children). There are instances 
of intoxication with alcohol and continued use despite having once fought 
with his wife and displeasure of the family. 


Temporary depressive symptoms can occur related to a variety of medical 
conditions. The absence of significant physical illness in the case negates 
the possibility of medical cause for depression. Symptoms of sadness are 
common, especially with brain depressants and stimulants. The distinc- 
tion between induced and independent major depression in the context of 
substance dependence is made through a detailed history outlining the 
relation of alcohol use and depression. Alcohol is therefore potential can- 
didate in our case. Depressive symptoms in the context of independent 
and induced depressions are very similar. Alcohol causes depression and 
many alcohol users present with depression. The depressive symptoms are 
temporary in these individuals. 


A non-substance-induced psychiatric disorder should be considered when: 


1) Symptoms precede the onset of substance use; 

2) They persist for longer than one month after acute withdrawal or se- 
vere intoxication; 

3) The symptoms are not consistent with the substance used; 

4) Presence of symptoms even during periods (> one month) of abstinence; 

5) There is a personal or family history of a non-substance-induced psy- 
chiatric (e.g. psychotic, depressive) disorder. 
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The case presented had many of the above features and hence it is a co- 
morbid existence of depressive disorder and alcohol abuse. 


MANAGEMENT 


Investigations 


¢ Routine haemogram and urine screening was done. 
e Liver function tests were carried out. 
e All were normal. 


Treatment 


M..T. was treated in outpatient setting after ensuring involvement in the 
treatment. Antidepressants were combined with counseling for substance- 
use. The treatment approach in this case consisted of: 


1) Educating the patient and giving general advice about harmful effects of 
substance misuse like 

a) Increased psychiatric symptoms; 

b) Reduced treatment compliance; 

c) High relapse rates; 

d) Frequent use of healthcare services and increased rates of hospitalization; 

e) Suicide & violent behaviour; 

f) Occupational impairment; 

g) Housing instability and homelessness and 

h) Increased family conflict. 


Also advice about safe and responsible levels of substance use was given. 


2) Individual links between substance misuse and patient’s problems (e.g., 
alcohol use and worsening depression) were made. 


3) Depression was treated and patient was monitored for potential side 
effects. Escitalopram was started in the dose of 20 mg/day as it has lesser 
risk for switch to mania. For sleep, low dose benzodiazepines e.g. clonazepam 
(0.5-2 mg bed time) were given. 


Editor's note: Cases with dual diagnosis do not always mean a causal relation between the 
two disorders. The treatment in such cases also would involve addressing issues related to 
both psychiatric and drug use. Sometimes a referral to a psychiatrist may be needed. 


21 


ALCOHOL DEPENDENCE SYNDROME 
6 WITH ALCOHOLIC LIVER DISEASE 


Dr. Pramod Garg 


CASE DESCRIPTION 


A 50-year old male patient was admitted to our hospital in a state of al- 
tered sensorium. The relatives of the patient told that the patient was hay- 
ing symptoms of weakness, easy fatigability, loss of appetite and lethargy 
for 6 months. He developed jaundice one month back with further de- 
crease in appetite and weakness. There was a history of fever and right 
upper abdominal pain associated with jaundice. He also complained of 
nausea, off and on vomiting, indigestion and loose motions. The patient 
developed mild swelling over feet and abdominal distension 7 days back. 
His oral intake deteriorated further. He lapsed into altered sensorium the 
day prior to admission to our hospital. There was no history of trauma or 
seizures. 


The patient used to consume alcohol for the past 15 years. He used to take 
250-300 ml (60-80 gm) of Indian made foreign liquor (whisky) every day. 
He had increased the intake of alcohol for about 6 months prior to the 
development of jaundice. He used to take alcohol in the morning also. He 
had stopped consuming alcohol for the past 15 days. He denied history of 
smoking but he was a chronic chewer of Pan with tobacco. There was no 
history of dependence on any other substance such as narcotics, or i.v. 
drug abuse. He was a businessman and belonged to upper middle socio- 
economic class. 


He had diabetes for 2 years and was taking oral hypoglycemic drugs. The 
patient was detected to have hypertension about one year back for which 
he was on irregular medication. There was no past history of jaundice, 
blood transfusion, or surgery. 


There was no family history of alcohol dependence or dependence on other 
substances. Also no history suggestive of tuberculosis, diabetes, hyperten- 
sion, neurological or liver disease was obtained. The patient was married 
and had 2 children. He denied any sexual promiscuity. 


General examination: The patient was in a state of altered sensorium. The 
heart rate was 90 per minute, BP was 100/70 mm Hg, respiratory rate was 
28 per minute and the breathing was regular. There were signs of mild 
dehydration in the form of dry tongue and loss of skin turgor. He was 
jaundiced. There were a few spider nevi on the neck and trunk and bilat- 
eral mild pitting pedal edema. There was no parotidomegaly, gynacomastia 
or Dupuytren’s contracture. He had wasting of the arm and hand muscles. 
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There was minimal subcutaneous fat. 


Systemic examination revealed that the patient was in stupor Le. he was 
drowsy, not responding to verbal commands. However, he was arousable 
with painful and loud verbal command but used to fall back to drowsiness 
soon after. There were no demonstrable flaps. This neurological status cor- 
responded to grade 3 (on a scale of 1-4 with grade 1 being state of confu- 
sion, grade 4 being coma) hepatic encephalopathy. There was no focal neu- 
rological deficit. His eye movements and pupillary reflexes were normal. 
There were no tremors. Plantars reflexes were normal. CVS and respira- 
tory systems were within normal limits except an apical functional mur- 
mur. Jugular venous pressure was normal. 


On inspection, the abdomen was distended and there were a few dilated 
veins visible over the abdomen. Palpation revealed hepatomegaly 8 cm be- 
low the right costal margin. The liver was firm, mildly tender and its sur- 
face was smooth. The spleen was just palpable. There was shifting dullness 
suggestive of free fluid in the abdomen. Bowel sounds were normal. The 
hernial sites and per rectal examination were normal. 


CASE FORMULATION 


The predominant symptom in the patient was jaundice along with symp- 
toms such as anorexia, nausea and weakness. This symptoms complex sug- 
gested that the jaundice was due to hepatitis. Since the patient was a chronic 
alcoholic, the most likely cause of hepatitis was alcoholic hepatitis. Spider 
nevi are usually seen in patients with alcoholic hepatitis and cirrhosis. The 
other common cause of hepatitis is viral hepatitis. The features against the 
diagnosis of viral hepatitis were (i) there was no classical viral prodrome 
preceding the jaundice, (ii) the hepatomegaly was much more pronounced, 
(iii) patient developed ascites and pedal edema early in the course of the 
illness, (iv) the enzymes were only moderately raised and the AST was 
more than ALT, and (v) the viral serology was negative. The other symp- 
toms such as weakness, anorexia, indigestion, and lethargy for 6 months 
were most likely due to dual effect of chronic alcoholism and poor oral 
intake. The presence of visible veins over the abdomen, ascites and sple- 
nomegaly suggested the diagnosis of portal hypertension. This was con- 
firmed by the presence of varices on endoscopy. Although alcoholic hepa- 
titis itself can cause portal hypertension, the patient had most likely associ- 
ated alcoholic cirrhosis. This was suggested by the coarse echotexture of 
the liver on ultrasonography, low serum albumin, and portal hypertension 
itself because cirrhosis is a much more common cause of portal hyperten- 
sion than alcoholic hepatitis. The patient presented in a state of altered 
sensorium and was in grade 3 hepatic encephalopathy. Encephalopathy is 
precipitated by some metabolic alteration, GI bleeding, infection or renal 
dysfunction. In this patient the encephalopathy was precipitated by dehy- 
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dration and hyponatremia. The other causes of altered sensorium could be 
hypoglycemia (patient was a diabetic on oral hypoglycemic drugs and had 
poor oral intake), chronic subdural hematoma due to unnoticed subtle 
trauma, or Wernicke’s encephalopathy due to deficiency of thiamine. How- 
ever, his blood sugar was normal and there was no history of trauma, no 
focal neurological deficit, and pupillary reflexes were normal. Neverthe- 
less, a CT scan of the head could have been done to rule out firmly subdu- 
ral hematoma. There was no history of confabulation, no ophthalmople- 
gia or nystagmus to suggest Wernicke’s encephalopathy but it could not be 
completely ruled out. Muscle wasting and minimal subcutaneous body fat 
suggested malnutrition due to alcoholism and alcoholic liver disease. 


Diagnosis 


Alcohol Dependence Syndrome and Alcoholic hepatitis with cirrhosis, 
Portal Hypertension, Hepatic encephalopathy and Malnutrition 


MANAGEMENT ISSUES 
Investigations 


The hematological investigations showed Hb value of 10 gm/dl, TLC of 
16000/cmm with 76% polymorphs, and an ESR of 35 mm for the first 
hour. Prothrombin time was 18 seconds against a control of 12 seconds. 
Serum biochemistry showed sugar — 105 mg/dl, urea - 48 mg/dl, creati- 
nine - 1.5 mg/dl, Na - 128 meq/I and K- 4.8 meq/I. Liver function tests 
showed bilirubin of 10 mg/dl with the direct fraction being 6 mg/dl, se- 
rum AST - 256 IU, serum ALT - 180 IU, serum alkaline phosphatase - 
280 IU, serum protein - 6.8 gm/dl, and serum albumin - 3.2 g/dl. Ab- 
dominal ultrasonography showed enlarged liver with coarse echotexture 
and increased echogenicity, dilated portal vein, splenomegaly with a few 
splenic hilar collaterals. There was moderate amount of ascites. Chest x-ray 
was normal. An upper GI endoscopy done later showed grade 2 esoph- 
ageal varices. Serology was negative for HbsAg, anti hepatitis E virus anti- 
bodies and anti hepatitis C virus antibodies. 


Treatment 


The patient was managed with intravenous fluids and electrolytes to cor- 
rect dehydration. He was started on lactulose for encephalopathy. Parenteral 
supplementation with thiamin and other vitamin B components was started. 
The patient was also started on nasogastric tube feeding starting with 1000 
Keal diet and gradually increasing it to 2000 Kcal diet. Sodium supple- 
mentation is not required for hyponatremia as it is largely dilutional (ex- 
cess body fluid due to water retention compared to body sodium). Intrave- 
nous ranitidine was given to prevent stress induced GI bleeding. With this 
supportive treatment, the patient gradually improved and came out of stu- 
por on the 3" day of hospitalization. He was started on oral diet and vita- 
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min supplementation. There is no proven therapy for alcoholic hepatitis 
but there is some evidence that drugs such as pentoxiphylline (400 mg 
tid), and ursodeoxycholic acid might help. The role of steroids and silymarin 
is controversial. Steroids have been shown to be marginally beneficial in 
patients with alcoholic hepatitis with encephalopathy if there is no sepsis 
and renal failure. The patient improved further and his LFT gradually 
improved. He was discharged on day 10 of hospitalization with an advice 
to regularly follow up in the OPD. The patient was started on diuretics, 
vitamins and pentoxiphyllin. He was not prescribed disulfiram. 


Subsequent course and outcome 


The patient did well on follow up. His LFT gradually normalized, his 
ascites and pedal edema subsided and he gained 8 kg of weight over the 
next 3 months. He returned to his business. He remained off alcohol for 
the next one year. However, he fell prey to recidivism and started taking 
alcohol again after one year. He developed pedal edema, ascites, increase in 
serum bilirubin and liver enzymes. He was again advised strict alcohol 
abstinence. He was advised nutritious diet, diuretics, and vitamin supple- 
mentation. He complied with the treatment and gradually improved. Later 
he was advised treatment with disulfiram. Till the last follow up, the pa- 
tient has been doing well, was off alcohol and taking disulfiram. 


Editor’s Note: Cases with co-morbid medical disorders will need an active 
collaboration with an internist and possible admission to medical / surgical 
units. 
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WOMAN AND ALCOHOL 


7 DEPENDENCE 


Dr. K. Srinivasan 


CASE 


CASE DESCRIPTION 


Mrs. H.M., a 45-year-old mother of two grown-up children, was referred 
to the department of psychiatry by consultant gastroenterologist for evalu- 
ation of possible harmful use of alcohol. 


Mrs. H.M. had been consulting the gastroenterologist for “indigestion”, 
poor appetite, and dyspeptic symptoms. Patient initially received symp- 
tomatic treatment, but persistence of symptoms led the gastroenterologist 
to order more investigations. A liver function tests revealed elevated en- 
zymes (AST, ALT, Gamma Glutamy] Transferase), which raised the suspi- 
cion of alcohol abuse. Patient initially denied alcohol use but on persistent 
questioning did accept drinking. 


During the initial interview, the patient was very guarded and was reluc- 
tant to discuss in detail her drinking habits, but agreed to come back for 
follow-up visits to monitor her liver function. On her second visit to the 
outpatient clinic patient was more forthcoming about her drinking prob- 
lems. She broke down crying while speaking of her inability to quit drink- 
ing. She repeatedly said that she had sinned and felt very guilty about her 
drinking habit. She later agreed to get admitted, as she was unable to main- 
tain abstinence in spite of trying on many occasions. Her husband and 
children who had come to know recently about her drinking supported 
her decision to get admitted to the in-patient unit for detoxification and 
treatment of alcohol abuse. After a detailed evaluation the following facts 


emerged. 


Mrs. H.M., a graduate, got married at the age of twenty. This was an ar- 
ranged marriage. Her husband, a sales executive, would be frequently out 
of town on work. However, her initial years of married life were unevent- 
ful. After her two children started going to school, patient felt the need to 
start working as according to her she had “lots of time on her hands” and 
was feeling bored. Her husband was opposed to her idea of taking up em- 
ployment as he felt that the upbringing of their two children would get 
neglected. Moreover her husband got promoted to the post of sales man- 
ager and with his promotion came increased responsibilities and frequent 
absences from home for prolonged periods on work. He also had to fre- 
quently entertain his customers, which included the use of alcohol. He 
started coming home late and was on many occasions intoxicated. He also 
began to drink at home in the company of his friends and customers. Pa- 
tient objected initially, but later stopped doing so as it led to frequent 


quarrels and disagreements. 
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Patient started working as a part time secretary, and later took up full time 
job as a personal secretary in a leading multinational company. She was 
very successful at work, which led to increasing responsibilities and better 
financial compensation. This resulted in her being at work for longer hours 
and often working on weekends. Her husband’s continued absence from 
home meant that she had to shoulder the additional responsibility of look- 
ing after the needs of the two children almost alone. Her increasing work 
burden and deteriorating marital relationship often left her feeling very 
“stressed”. She had difficulty falling asleep. Her sleeplessness would inter- 
fere with her work. She found herself to be irritable with her children. 
Patient would feel very guilty about her inability to be productive at work 
as before and especially her losing control with her children. It was during 
this time about 10 years ago that she took to drinking. Initially as alcohol 
was easily available to her at home, she would drink about 30-60 ml of 
whisky on 2-3 occasions per week to get good sleep. She noticed that the 
days she slept well, she would feel much better the next day. These drink- 
ing occasions would often take place either in the kitchen or in the toilet 
away from her children. She would also find it difficult to drink when her 
husband was at home. During such occasions to overcome sleep difficulty, 
patient would take “sleeping pills” (diazepam, alprazolam). However, as 
her husband began to object to her taking sleeping pills, she stopped tak- 
ing them. She then started to drink alcohol without the knowledge of her 
husband and children. Due to the fear that her drinking habits would be 
found out by her husband, she started buying alcohol with her earnings. 
She would usually request the domestic help to purchase alcohol from the 
shop saying it was meant for her husband. The alcohol, thus purchased 
would be kept hidden in the kitchen or in the toilet. 


Over the next 6 months, she started drinking on a daily basis and the 
amount gradually increased from about 60-90 ml of whisky per day to 
about 120 ml per day, as she needed larger amounts of alcohol to sleep 
well. Though she was sleeping better, she would often feel low, feel guilty 
about her alcohol consumption and began to experience frequent weeping 
spells. She also began to skip meals due to poor appetite. Her husband and 
children noticed her poor appetite and loss of weight. She was taken to her 
family doctor who found her to be anemic. She was prescribed hematinics 
and tonic to improve her appetite. Around this time the patient made 
repeated efforts to give up alcohol. However, on abstaining from alcohol, 
she would sleep poorly and be very tense and irritable. She would get in- 
stant relief from these symptoms on resumption of drinking. As her re- 
sponsibilities at work began to increase, she often had to stay back late at 
the office. During such occasions late in the evening, she began to get very 
tense and “edgy”, a feeling which would be relieved by alcohol. She started 
drinking alcohol at work especially when required to stay back late in the 
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evenings. During one such occasion, her supervisor smelt alcohol on her 
breath and commented about it. This motivated the patient once again to 
abstain from alcohol. Although she was initially successful for few days, 
her sleeplessness and being tense and nervous most of the time led her to 
resume drinking. On relapsing, patient started consuming larger quanti- 
ties of alcohol on a daily basis. In addition, to withdrawal symptoms such 
as sleeplessness and restlessness, patient began to feel low most of the time 
with frequent weeping spells. This began to affect her work performance. 
Up until now patient's work record was good, but slowly patient began to 
report late for work and would often take unauthorized leave of absence 
from work. At home, both her husband and children began to notice that 
patient was sullen and irritable most of the time. They also noticed that 
occasionally, late in the evening, her speech would be slurred and some- 
times incomprehensible. Her face would appear flushed as if she was run- 
ning temperature. Patient also began to experience nausea and would occa- 
sionally vomit especially in the morning hours. She would frequently com- 
plain of abdominal discomfort and pain. She was taken to the family doc- 
tor who referred her to a specialist for further treatment of abdominal 
symptoms. Around this time her manager at work confronted her about 
her deteriorating quality of work performance and had her examined by a 
doctor employed by the organization. At home there were frequent con- 
frontations with her husband and children around her excessive drinking. 
It is in this context that the patient sought help from us after the consult- 
ant gastroenterologist referred her for evaluation and treatment of prob- 


able alcohol abuse. 


Physical examination revealed an enlarged and tender liver. There was epi- 
gastric tenderness. She had mild hypertension. She was anemic with he- 
moglobin of 9 gm%. The peripheral smear was suggestive of megalo- 
blastic anemia probably due to folic acid deficiency. Her liver function 
tests were abnormal with raised levels of liver enzymes (Raised levels in 
AST, ALT, Gamma GT). An ultrasound abdomen revealed fatty liver with 
islands of early fibrosis. Patient had mild physical withdrawal symptoms in 
the form of fine tremors of hands. On mental state examination, her cog- 
nitive functions were intact. She, however, would frequently break down 
crying saying she has committed a great sin by resorting to daily drinking 
and that she is a source of great embarrassment to her family. She also 
complained of feeling low most of the time and had thought of ending her 
life many times especially when under the influence of alcohol. When ques- 
tioned about her delay in seeking help, patient said that it was very embar- 
rassing for her to talk about her drinking problem and until recently felt 
she could always give it up if needed to. She also talked about her marital 
problems, work-related stresses and her feeling low as some of the reasons 


for her daily drinking. 
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Patient came from a family of 3 children. She was the eldest in the family. 
She described her early years as not being very pleasant. Her father used to 
be a heavy drinker and there were frequent quarrels at home with her mother. 
There were also many instances of physical abuse. She said she got married 
at a relatively young age to escape from the hostile circumstances at home. 
Academically, she was a bright student and wanted to study and enter the 
work force. Nevertheless, the unpleasant circumstances at home and early 
marriage put paid to her academic ambitions. Pre-morbidly she described 
herself as a jovial person with lots of friends. She took active part in various 
cultural activities while in school and college. She enjoyed outdoor activi- 
ties. She also tended to stay away from home as far as possible (due to her 
father’s behaviour) and her participation in cultural and other activities 
gave her a legitimate reason to do so. 


CASE FORMULATION 


A 45- year- old married lady with two children, working as a secretary in a 
multinational company was referred to the department of psychiatry for 
evaluation of harmful use of alcohol. Patient began to drink about 8-10 
years ago. The amount and frequency of alcohol use had gradually in- 
creased over time and for the past 4-5 years been drinking daily. She had 
made many attempts to give up alcohol, but these periods of abstinence 
have been for few days only. Patient would relapse into a daily drinking 
pattern due to craving and for relief of withdrawal symptoms such as sleep- 
lessness, restlessness, feeling anxious and tremors of hands. Over the past 
one-year, patient's health and work functioning had begun to be affected. 
She received a warning from her employer for frequent absenteeism and 
her drinking at work had received censure from employers. She had persis- 
tent gastrointestinal symptoms. Physical examination and investigations 
revealed features suggestive of hepatitis and possibly early changes of 
cirrhosis, hypertension and anemia. In summary, with respect to drinking 
patient had developed tolerance and physical dependence, features that are 
central to a diagnosis of alcohol dependence syndrome. In addition, 
alcohol had influenced other aspects of daily living, namely, social and 
occupational functioning and health. Thus, patient’s progressive increase 
in frequency and amount of alcohol had resulted in decreased work out- 
put, frequent absenteeism and adverse health consequences. 


Patient had features of dysthymia against a background of chronic marital 
discord. She was sleepless, felt low with frequent weeping spells, poor ap- 
petite and had death wishes. She was noticed to be frequently irritable and 
felt anxious most of the time. 


DIAGNOSIS 
Alcohol Dependence Syndrome; Dysthymic Disorder; Alcohol Induced 


Liver Disease; Anemia; Hypertension. 
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Special issues in women 


Problem drinking among women is still less prevalent as compared to men 
in our culture. However, as this case demonstrates alcohol abuse among 
women does exist. There are important differences in the clinical features 
between male and female alcoholism. The discussion will summarize the 
clinical features that are unique to female alcoholism. 


1. Age at onset: In general, the onset of regular drinking and harmful use 
of alcohol sets in at a later age as compared to male drinkers. As seen in the 
case described above regular drinking began at about the age of 35 years. 


2. The drinking context also differs between men and women drinkers. 
Their peers usually introduce men to alcohol and drinking in the initial 
years generally takes place in bars and restaurants. In contrast, women of- 
ten are introduced to alcohol by their spouses and / or they begin to drink 
on their own. The drinking occasions are usually at home and often soli- 
tary. Besides the pattern of solitary drinking, as seen in this case, women 
problem drinkers due to cultural and social reasons tend to disguise their 
drinking (Closet drinking). Thus, it is difficult sometimes to obtain accu- 
rate history concerning pattern, frequency and amount of drinking among 
problem women drinkers. Problem drinking among women is often in 
response to difficult life situations. In our case, the client began to use 
alcohol to cope with a difficult life situation in terms of poor marital rela- 
tionship and the consequent development of a depressive syndrome. 


3. Co-existent psychiatric syndromes such as depression are common in 
female alcoholism. In our case, there were symptoms suggestive of a de- 
pressive syndrome. Patient often felt low, would cry a lot and had guilt 


feelings. 
Steps in early diagnosis: 


Maintaining a high index of suspicion is necessary to identify alcohol 
abuse among women. In our case, patient had made repeated visits to fam- 
ily doctor for symptoms that are probably related to alcohol abuse such as 
gastrointestinal symptoms. Doctors often refrain from asking questions 
concerning alcohol use especially among their female clients. In our case, 
patient had made repeated visits to the doctor for abdominal symptoms. A 
detailed physical examination would have revealed enlarged and tender 
liver that should have alerted the physician to the possibility of alcohol 
abuse. 

Presence of suspect physical symptoms such as bruises due to falls, trem- 
ors of hands, frequent upper gastrointestinal complaints, enlarged liver, 
weight loss and nutritional deficiencies such as anemia should alert the 
physician to the possibility of alcohol abuse among their female patients. 
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Raised liver enzymes in the absence of viral markers are a particularly strong 
indication of problem drinking. 


Problem drinking among women often starts in the context of difficult life 
circumstances. Thus, symptoms of sleeplessness, poor appetite, and feeling 
low are common among female patients with harmful use of alcohol. This 
is often accompanied by poor role functioning both at home and at work 
place. 


MANAGEMENT 


We decided to admit the patient to an in-patient unit for further manage- 
ment. This decision was based on following observations: 


1. Patient had made many attempts at abstinence but was unsuccessful. 
Patient herself expressed inability to maintain abstinence outside a con- 
trolled environment. 

2. Presence of physical complications such as liver dysfunction, anemia 
and hypertension called for further investigations and referral to other 
departments for appropriate management. 

3. Presence of chronic marital discord required evaluation for a more in- 
tense psychosocial intervention such as marital therapy at a later stage. 

4. Patient had significant depressive symptoms accompanied by frequent 
death wishes that required further evaluation and possible treatment 
with antidepressants. 

5. During the course of history it became clear that husband might be a 
problem drinker and needed to be evaluated. 


3] 
CANNABIS INTOXICATION WITH 
PSYCHOSIS 


Dr. Rajesh Sagar & Dr. Indra Mohan 


CASE DESCRIPTION 


Mr. D. 32 years old, presented with complaints of hearing voices and per- 
secutory ideas for last few days for the first time in his life. Mr. D. was 
quite apprehensive and disturbed about hearing voices and persecutory 
ideas. He once became violent and cut his wrist with blade. 


During the evaluation, Mr. D. reported that he had been smoking tobacco 
for last 15 years. He initially smoked a packet of 10 cigarettes in a week but 
for last 12 years, he had been smoking almost a packet every day. He started 
smoking in school with his friends. He also informed that he started using 
cannabis about 10 years back. His friends offered him in cigarettes and it 
gave him a sense well-being. He took 1-2 cigarettes of cannabis once in a 
week. After a year it became 1-2 cigarettes every 2-3 days. He continued 
using cannabis and tobacco at college to ‘fit’ in with his friends. Gradually 
he became irregular in college and started missing his classes. 


For last 7 years, Mr. D. had been smoking cannabis every day, almost 3-4 
cigarettes. On occasions, he would smoke upto 4 cigarettes to achieve the 
desired effect. At times, his parents found him to be drowsy, agitated, and 
clumsy. He was scolded by teachers for avoiding classes. He barely man- 
aged to pass his first year graduation and stopped his studies after failure in 
the second year. 


He was also drinking alcohol, which had started almost 5 years ago. He 
drank once or twice in a week and usually took beer. His alcohol use in- 
creased in past few months before the current contact. 


For last 3 weeks, along with an increase in the amount of cannabis use the 
patient complained of hearing voices of different people. He felt afraid and 
thought that neighbors would harm him. He attempted to harm himself 
by cutting his wrists with a blade, when his parents saw him fearful and 
worried. He once became aggressive and tried to throw the chair and table 
in the house. Unable to understand the happenings, he agreed to visit the 
doctor for the first time. He also had cough and sputum with wheezing for 
2 weeks before contact. He accepted that he had been smoking cannabis 
along with eating bhang for last 2 years and had increased in last few months. 
He denied use of heroin, intravenous drug use, regular use of alcohol or 
and other psychoactive substance use. 


He claimed that the distress over voices made him cut his wrist but denied 
any suicidal ideas. There is no h/o head trauma, seizures, high-grade fever 


or unconsciousness. 
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There is no h/o any significant psychiatric, medical, or surgical illness in 
the past. He lives with his parents and elder sister. 


He was born full term normal vaginal delivery in the hospital. The child- 
hood and early adolescence was uneventful. He was average in studies. 
Though he was not academically inclined, he was good in outdoor sports. 
His current group of friends smoke tobacco and cannabis and drink quite 
heavily on the weekends. 


He had been a quiet and responsible person and had few close friends with 
whom he shared good rapport. He participated and attended extra cur- 
ricular activates and sports. He was regular in his studies and on some days 
helped his parents in household work. He was not religious but attended 
the ceremonies with his family. 


On physical examination, mild pallor was present. On systemic examina- 
tion, crepitations were present at the base of both the lungs. On mental 
state examination, patient was unkempt and appeared worried and appre- 
hensive. His cognitive functions were intact. He was anxious and had 
persecutory ideas. Second person auditory hallucinations were present. He 
admitted that he had been using cannabis in excessive amounts and had 
impaired functioning at home and otherwise. He accepted that he had 
become irritable, short tempered and argumentative leading to interper- 
sonal and social problems. 


He found it difficult to stop using cannabis and tobacco. Craving and 
preoccupation with these substances were intense. He cited regular 
cannabis use and hearing voices as his main concerns and wanted treat- 
ment. 


CASE FORMULATION 


Mr. D. 32 years old presents with hearing voices (2rd person auditory 
hallucinations) and persecutory ideas for 3 weeks, this being the first epi- 
sode. He started smoking cannabis in cigarettes 10 years back and for last 
7 years, he was smoking cannabis in dependent manner. In the recent past 
his use of cannabis increased considerably to large amounts. There is his- 
tory of frequent intoxication during this period. Personal history was non 
significant and had well adjusted personality. 


Diagnosis 
Cannabis Dependence Syndrome; Nicotine Dependence Syndrome; Can- 
nabis induced psychosis; Lower respiratory tract infection. 


Diagnostic Issues 


A major difficulty is to arrive at a consensus on a diagnosis of substance 
induced psychiatric disorder or on co-morbidity. A major concern for Mr. 
D. and his parents are psychiatric manifestations, with evidence of self- 
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harm and cannabis use with the fear of graduating to other substances, like 
alcohol, heroin etc. More so, the diagnosis eventually made will have im- 
plications on management and overall prognosis. 


In this case, there is the need to consider the common differential diagno- 
sis that might account for the psychotic episode. These are: 

* Cannabis induced psychosis 

¢ Schizophrenia/acute psychosis 

¢ Other psychiatric and physical disorders 


Although the right age for the first episode of schizophrenia/acute psycho- 
sis is usually 2" and 3" decade, the relatively late onset of the psychotic 
episode in Mr. D, presence of 2" person auditory hallucinations (3" per- 
son auditory hallucinations are more typical of Schizophrenia), normal 
pre-morbid social relationship’s and absence of family psychotic history, 
together with long use of cannabis and recent increase in cannabis use 
suggest that it is more likely to be related to his cannabis use. 


Factors that contribute to the cannabis psychosis include high dose, oral 
intake, first use and the use of more potent cannabis or other drugs e.g. 
amphetamines and cocaine. Also the acute effects of cannabis are modified 
by the subject’s level of vulnerability for schizophrenia. More so, the pre- 
sentation of psychotic symptoms does not fit into the classification for 
acute psychosis and do not fulfill the duration criteria for schizophrenia. 
This makes the case likely for cannabis-induced psychosis. 


Since there is no other symptomatology or physical condition that may 
lead to the present-condition, the possibility of other psychiatric and physical 
disorders as the diagnosis remains unlikely. 


On an ongoing basis particular care is taken to avoid diagnosing a more 
serious condition e.g. schizophrenia when a diagnosis of cannabis induced 
psychosis is appropriate because latter are of short duration provided that 
no further amounts of the substance are taken. False diagnosis in such 
cases may have distressing and costly implications for the patient and for 
the health services. 


The presence of lower respiratory tract infection highlights the harmful 
effects of tar and other particulate matter in cannabis-containing cigarettes. 


MANAGEMENT 


Investigations 


¢ Routine haemogram, chest skiagram (postero-anterior view) and urine 
screening was done. 


° Liver function tests were also carried out. All were normal except 
increased bronchovascular markings on chest skiagram. 
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Treatment 


The above patient required hospitalization. Mr. A. was started with anti- 
psychotics haloperidol 5mg twice a day along with trihexyphenidyl (2mg/ 
day) in the ward. The chest infections needed active medical management. 
Since, there is no specific maintenance treatment for cannabis, the non- 
pharmacological redressal requires active consideration. This includes: 


a) Advising to give up cannabis 


Identifying the positives in drug use will help to identify what needs to be 
done to replace cannabis and other drug use and assessing perceived nega- 
tive expression from using them will eventually provide motivation for 
behaviour change. 


Cannabis precipitated psychotic episode in Mr. D, which it does not in all 
users. Therefore, we explained this to him, and offered him medical care 
and communicated that he is at risk for future psychotic episodes and that 
any further use may result in recurrence and subsequent re hospitalization. 


Immediate issues of importance to Mr. D. are preventing the recurrence of 
psychosis and treating his chest infection and improving his occupational 
functioning. Focusing on them, means that Mr. D. is more likely keep 
coming through the ‘open door’. 


b) Regular follow-up and treatment compliance 


This was stressed to monitor for the presence of further psychotic sequelae, 
especially in the absence of cannabis and other drug use. This is essentially 
important in terms of overall and long term prognosis 


Editor's Note: Such cases with co-morbid psychiatric disorders should be re- 


ferred to a psychiatric facility. 
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OPIOID INTOXICATION AND 
MANAGEMENT OF WITHDRAWAL 
STATE 


Dr. Sonali Jhanjee & Dr. Alok Agrawal 


CASE DESCRIPTION 


A 28-year old graduate unmarried man from middle socioeconomic status 
background was brought to the emergency by his family members in a 
drowsy state with history of consumption of heroin for the last 5 years. 


The patient had been a smoker since the age of 15 years and in few years he 
had started taking alcohol also. At about 23 years, he was exposed to heroin 
in the form of cigarette by one of his friends. The patient took it for fun as 
he was informed that the drug would give him a better high than alcohol. 
He enjoyed the euphoric feeling and started its regular use after that. Ini- 
tially he would take 2 cigarettes in a day but gradually he increased the 
number, as he would not feel the same high with the lesser dose. Within a 
month, his intake increased to 8 cigarettes a day. After some time he learnt 
chasing through his friend so as to avoid wasting of drug. By that time he 
would take heroin alone, not requiring anybody's company. He would take 
heroin in the morning, afternoon and at night. In the absence of intake 
there would be lacrimation, nasal discharge, severe abdominal pain, nau- 
sea, diarrhoea and body aches. These symptoms would subside on taking 
the drug. Because these symptoms would be very distressing, he would 
ensure that he had an adequate dose for the following day and he would 
plan meticulously for this. 


Gradually his dose increased from 500 mg a day in 6 months to 1 gma day 
in 2 years and 2 gm in another year. He would spend most of his time in 
arranging for heroin. Sometimes, when heroin was not available, he would 
buy Propoxyphene capsules from the chemist and take about 10-14 cap- 
sules in a day. Also during this time, he would find it hard to get good 
sleep. So, on the advice of the chemist he started consuming alprazolam 
0.5 mg at night increasing it to 2 mg per day in a year. He had become 
withdrawn and stopped interacting with his friends. His health deterio- 
rated with cough and sputum off and on. This was the time when family 
members came to learn about his drug-taking behaviour and started moti- 
vating him for treatment but he would not accept any form of treatment 
and would often get violent if forced. It was 3 years back when he first 
received a treatment for deaddiction in a psychiatric centre. The patient 
had to be admitted for some chest infection, while the physician recom- 
mended de-addiction from smack. However he restarted the use immedi- 
~ ately after he was discharged from the hospital. There was one more inci- 
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dent of hospitalization 1 year back when he had an overdose of the sub- 
stance and had to be admitted to the hospital in emergency. One week of 
stay did not benefit him much and he was again using the same quantity. 


He had been taking about 2 gm of heroin by chasing since 1| year, along 
with Cap Propoxyphene off and on, whenever heroin was in short supply. 
He used to spend a large part of the day trying to obtain heroin and he had 
to often obtain it from different dealers. His sleep had been irregular and 
his appetite was markedly reduced. The family members reported that pa- 
tient had significant weight loss. So far, there has not been any intravenous 
or intramuscular use of any drug. 


He was brought to the emergency wherein the family members reported 
that he took the drug in the noon of the day and had been drowsy since 
then, not responding to any environmental stimuli. 


The patient had started smoking at the age of 15 years in company of his 
friends. He would smoke about 15 cigarettes a day by the age 20. During 
that time, he started using alcohol in parties. He would consume regularly 
in the evening. The frequency reduced, however, after he started taking 
heroin. Though he still takes alcohol and over the last few months had 
started resorting to early morning drinks, he does not report any discom- 
fort when he does not get any drinks. There is no H/O jaundice, 
hematemesis or abdominal distension due to alcohol. His last dose was a 
week back. As far as other drugs are concerned, he had used charas quite 
often but the family members are not adequately informed of the details of 
charas use. 


The patient had a strong family history of substance use. His 50-year fa- 
ther is an alcoholic and recently had a sclerotherapy done for bleeding 
oesophageal varices. Patient’s younger brother also takes regular alcohol 
and consumes charas too. 


The patient used to work as an accountant in a private firm but was irregu- 
lar in his work as most of his time was spent in obtaining and consuming 
smack. He was fired from his job and had been unemployed since the past 
one and half years. 


General physical examination revealed mild pallor, body temperature of 
96°F, bradycardia (Pulse 56/min), low blood pressure (92/60 mm Hg), 
low respiratory rate (13/min) and wheezing in the chest. He was drowsy 
but responded to painful stimuli. His pupils were small and sluggishly 
reactive to light. The muscle tone was normal and both the superficial and 
deep tendon reflexes were normal. 


Mental Status Examination revealed a thin young drowsy man disoriented 
to time, place and person. 
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CASE FORMULATION 


A 28 year adult man with positive family history of alcohol and cannabis 
abuse was brought to the emergency, following an acute ingestion of street 
heroin with signs of opioid intoxication in the form of drowsiness, hypo- 
thermia, bradycardia, hypotension, hypocapnea and miosis with acute chest 
infection. He had a Syear history of use of heroin with gradual develop- 
ment of tolerance and physiological withdrawal in absence of the substance. 
He had difficulty controlling his desire for substance intake despite the 
knowledge that his physical health had taken a downhill course. He could 
not keep his job or fulfill any obligation towards his family members as 
most of his time was spent in obtaining and consuming the substance. 
There were two hospitalizations, but no motivated attempt of abstinence. 
He had been using alcohol, cannabis and benzodiazepines amounting to 
abuse since adolescence. There was no parenteral use of drug. 


Diagnosis 

The patient fulfilled criteria for dependence syndrome due to use of opio- 
ids as he evidenced symptoms of tolerance and withdrawal, a strong desire 
to consume the substance, spending an increased amount of time neces- 
sary to obtain and take the substance despite evidence that it was harming 
his physical health. He was also acutely intoxicated with opioids for which 
he needed emergency treatment. 


MANAGEMENT 


The patient was admitted in the emergency and an urgent medical referral 


taken. 


Investigations 


An electrolyte estimation showed normal sodium and potassium levels. 
His blood sugar, urea and creatinine levels were also normal. However the 
liver enzymes were mildly deranged (AST 60 U and ALT 80 U). Haemogram 
revealed mild anaemia with normal leukocyte count. ECG was normal. 
Chest X-ray showed signs of congestion. 


Management issues 


1. Treatment of acute intoxication 
2. Managing the emergent withdrawal 
3. Education and introducing the need for permanent abstinence. 


Management of intoxication 


The patient was put in a supine position with head tilt and chin lift. 100% 
oxygen was started. An I.V. line was set up and normal saline 500 ml was 
infused at 60 drops/min followed by 500 ml of 5% dextrose to maintain 


blood pressure. 
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Naloxone 0.4 mg was given i.v. with careful monitoring of pulse rate, blood 
pressure, respiratory rate and pupillary reaction. The patient showed re- 
sponse in 2-3 minutes. There was a rise in pulse rate to 62/min, RR in- 
creased to 16/min, blood pressure showed a rise to 110/70 mm Hg and the 
body temperature was restored to normal. Pupillary reaction also improved. 
It was continued at a dose of 0.4 mg every hour for 3 hours till the pulse 
rate was normalized to 72/min. 


Inj. Cefotaxime was started at 1-2 gm 8 hourly in view of chest infection. 
Sputum and blood were sent for culture and sensitivity report. His urine 
was also sent for screening for drugs of abuse. As the patient regained con- 
sciousness, care was taken to ensure adequate nutrition and fluid intake. 


Management of withdrawals 


Towards the evening, the patient had developed mild withdrawal symp- 
toms which intensified further and by next morning he became extremely 
restless, complaining of body aches, yawning, lacrimation, abdominal colic, 
nausea, palpitations, tachycardia with blood pressure 150/ 100 mm Hg. 


He was reassured and Cap Dextropropoxyphene (65mg) was started at a 
dose of 2 caps three times a day orally. Patient’s pulse, BP and temperature 
were monitored daily. The dose of dextropropoxyphene had to be increased 
the next day to 3 caps 8 hourly as the withdrawals became more severe 
during this period. As an adjuvant for sleep, nitrazepam(5mg) was added 
in a dose of 20mg at night. This had to be maintained for 2 days. Thereaf- 
ter, the medication was gradually tapered off over a period of 10 days. 


Editor's note: A case of opioid intoxication is best managed in an emergency 
setting with staff that has been adequately trained for managing such emer- 
gencies. Provision of naloxone injections is a must in emergency settings that 
are likely to encounter such cases. 
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Dr Saumitra Ghosh 


CASE DESCRIPTION 


Mr. A, 28 years unmarried Muslim male from lower socioeco- 
nomic status of Dibrugarh town came to the Drug De-addiction Centre- 
OPD, escorted by his mother with following complaints for a day: 


* Bodyache 

¢ Watering from eyes and nose 
* Restlessness 

* Yawning, sleep disturbance 

¢ Pain abdomen. 


Patient was a regular user of heroin for last 7 years and his daily dose was 
1gm, which he used to chase. His drug use started about 8 years back when 
his friends insisted him to take codeine containing cough syrup ‘corex’. He 
took about 60 ml on the first day and felt like vomiting but didn’t vomit. 
But he felt euphoria and enjoyed the sensation produced by use. Over time 
he began regular use and gradually his dose of cough syrup increased to 
180 ml daily. Overtime the availability became scarce and he was unable 
to buy the cough syrup. During one such episode when he had not taken 
“corex” for a day he experienced body aches, yawning, lacrimation, water- 
ing from nose, reduced sleep and irritability. He was then told by some 
drug using peers to take dextropropoxyphene capsule orally to get the ef- 
fect of cough syrup. Beginning with 3 capsules three times a day he rapidly 
increased dose of capsule to 20 to 24 capsules in three divided doses. Along 
with this he used nitrazepam tablet. He continued use of capsules 
dextropropoxyphene for.almost a year when he tried chasing heroin along 
with his friend and liked the high better than capsules and switched over to 
it. He used to buy a sachet containing about 1/20th gm and continued 
taking along with dextropropoxyphene capsule initially. He increased the 
dose of heroin to get the desired effect till he reached 1gm a day in divided 
doses and discontinued dextropropoxyphene capsule. In the morning he 
felt lethargic and lazy and was unable to start any work before taking the 
dose of heroin. After taking heroin, he would feel little drowsy initially and 
then full of energy. Over time with the escalating cost he found continu- 
ing heroin difficult and was then introduced to injecting propoxyphene 
capsules dissolved in water. He used to take two capsules intravenously at a 
time but not regularly. After using it for some months all his peripheral 
veins were sclerosed and he started taking in femoral vein. He left using 
injections when his femoral vein was infected although he used disposable 
syringe on every occasion and never shared with others. 
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He went back to using heroin by chasing and indulged in shoplifting. He 
also became a peddler. He would sell certain quantity of heroin and his 
quota of drug was free. Often he had fight with his friends and was caught 
by police on several occasions while chasing heroin. Sometimes he tried not 
to take the drug but due to pain he again restarted on several occasions. In 
the current contact he had fever for last five days so he couldn't go out of 
his house to buy the heroin. He went without the drug for a day and his 
withdrawals started in the form of severe craving and restlessness after six 
hours and gradually watering of eyes, running nose and yawning started. 
He had severe back pain with piloerection. So he decided to take treatment 
for his fever and withdrawal symptoms. 


He was from a nuclear family with father, step mother, a younger sister and 
an elder brother. His father, 52 years of age is a railway employee and an 
alcoholic. His father often had quarrels with his wife. His mother, 45 years 
of age, housewife, was illiterate and had no history of substance abuse or 
psychiatric illness. Father had a problem in the home due to his alcohol use 
and he could not support the family financially. 


He studied upto VIII and till class VII he was a good student but in class 
VIII he started absconding from school, going to movies and started smok- 
ing cigarettes with his friends. He attained puberty at about 14 years of age 
and at the age of 16 years he had sexual experience with prostitutes on 
several occasions. He started working in a furniture shop as a helper and 
continued for a year but due to stealing he had to leave the job. He worked 
mostly as a daily wage earner. He used to earn about Rs. 70 per day. He 
ignored his duty towards the family and turned a blind eye to financial 
condition. He rarely gave money to his mother and spent to buy brown 
sugar. Sometimes, he sold the household items including his clothing. The 
family members came to know about his habit after he started stealing and 
was caught by the police. 


He was extrovert and moody. He used to spend his leisure time playing 
football with friends. 


On physical examination pulse was increased, temperature was: 98.5°F 
and BP was 140/90. Chest, CVS, Abdomen and CNS were normal. But he 
had thrombophlebitis of right femoral vein and multiple healed needle 
mark on the forearm. 


On mental status examination patient was asthenic in built, restless with 
yawning. No hallucinations and delusion were present. He was oriented 


and had insight. 
CASE FORMULATION 


A 28 years old, unmarried male, with the h/o heroin use for last 6 years 


Opioid dependence 4] 


along with h/o codeine containing cough syrup, dextropropoxyphene, 
nitrazepam intermittently and intravenous use of dextropropoxyphene on 
several occasions. Due to his drug taking behaviour, he was never stable in 
his occupation and premorbidly he was extrovert, moody and irrespon- 
sible. On physical examination, right femoral thrombophlebitis and 
tachycardia were present and on mental status examination patient was 


oriented. He also exhibited high risk sexual behaviour. 
DIAGNOSIS 

Opioid dependence syndrome currently in withdrawal. 
MANAGEMENT 


Investigations 


Blood R/E: TLC: 7,000, ESR: 30, DLC: pam) Sa op 

Chest X-ray- | Normal 

Liver function tests: S. bilirubin: 0.6 mg%, ASAT: 40, ALAT: 38 
HIV test: Negative 


Patient was admitted in the Drug de-addiction ward for detoxification. 
buprenorphine tablet - 0.4 mg two tablets thrice daily sublingually was 
started for 7 days. After 7 days it was gradually decreased and within 15 
days it was stopped completely. Minor tranquilizer was given to control 
agitation and sleep. Loperamide 1t.i.d was given for 3 days from second 
day onwards. 


After 2 weeks, maintenance treatment was started with naltrexone 50mg 
daily after breakfast after elaborate discussion with patient and his family. 
Family was counselled to improve the family environment and enhance 
adherence to naltrexone. Individual sessions focusing on high-risk needle 
use and sexual behaviours and methods to handle these were conducted. 
He recovered completely after 15 days and gradually became compliant to 
treatment. He was discharged after 21 days with naltrexone 50 mg daily 
and was asked to come for follow up and counselling every 7 days. 


Editor’s note: This case demonstrates the switch of opiates depending on avail- 
ability by dependent patients. This case also demonstrated high-risk behaviours, 
which included needle use and sexual behaviours. It is not necessary to treat 
these cases in inpatient unit but it helps if such is available. The treatment 
must be supplemented by risk reduction counseling. 
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OPIOID DEPENDENCE SYNDROME: 


MANAGEMENT BEYOND DETOXIFICATION 
Dr. Sameer Malhotra 


CASE DESCRIPTION 


Mr A, a 35 year old married male, educated upto 10" standard, works as 
an auto rickshaw driver. He belongs to a lower-middle socio-economic 
status family and stays with his wife and two children in a rented accom- 
modation in a semi-urban locality. He was brought by his elder brother 
and his wife for treatment. 


Mr A was introduced to beedis (tobacco) smoking at 14-years of age by his 
friends. Beginning with smoking 1-2 beedis a day, he gradually increased 
the consumption to a bundle of beedis a day over the next 5 years, associ- 
ated with craving more so in the morning hours. While working as an 
autorickshaw driver, at the age of 20 years, he was introduced to ‘smack’ 
(heroin) by a friend from the same profession. His drug-using friend told 
him that the drug would improve his work as well as sex performance. He 
was offered the drug free of cost for the initial few days. Within a week of 
regular use, on non-availability of the drug, he started experiencing with- 
drawal symptoms in the form of yawning, pilo-erection, lacrimation, 
rhinnorhea, diarrhea, weakness and abdominal cramps. This compelled 
him to buy the drug at a heavy price from his friend. Initially he consumed 
the drug in cigarettes and later took to chasing. Within two years of initia- 
tion of ‘smack’ use, he increased its consumption from 0.25 grams to 1 
gram a day, spending most of his income in procuring the drug. On several 
occasions, when he could not meet the expenditure towards smack, he 
substituted the drug with dextropropoxyphene capsules and codeine con- 
taining cough syrups. He also used injection buprenorphine intravenously 
in the forearm on a couple of occasions; however he denied sharing or 
re-using the needle/syringe. He came to know about other opiates and 
injection drug use from his other drug using friends. He preferred using 
heroin over other opiates and did not report any recent injection use since 
the last 2 years. His usual heroin consumption has been 1gm per day; the 
last intake was reported a day before coming to the clinic. He also re- 


ported smoking a bundle of beedis a day. 


He developed frequent cough over the last 5 years. His family and social 
life were also significantly affected. He stopped contributing to the family 
income and would often quarrel with his wife and compel her to give him 
the money to meet the expenditure towards the drug. He became irregular 
in his work and spent most of his time in search of and under the influence 
of heroin. He neglected his children in the process. The family suffered 
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from significant financial set backs, and the wife had to sell off her jewellery 
items to meet the family expenses. His close friends and relatives stopped 
inviting him to social gatherings. 


Under family pressure, over the last 5 years, he made 3 attempts to abstain 
with medical assistance. He could not abstain for more than a month in 
the initial two attempts, reported generalized body weakness and body 
pains and relapsed in the company of other drug using friends. In the last 
attempt, about a year back, he could abstain for about 3 months. He lapsed 
in the company of other drug using friends of his profession. 


There was no significant past history of medical, surgical or psychiatric 
ailment. There was family history of (tobacco smoking) nicotine depen- 
dence in the father and elder brother. He reported a few incidents of 
unprotected sexual contact with commercial sex workers prior to marriage, 
however he denied any extramarital relationship. 


General physical examination revealed mydriasis, clubbing, tooth discol- 
oration and smoking marks between the right index and middle finger. No 
recent injection marks were evident. Chest examination revealed bilateral 
ronchi. 


Mental status examination revealed guilt feelings associated with drug use, 
preserved affect, cognition and insight, and fair motivation to quit ‘smack’. 
He cited reasons like growing age of children, disturbed family life, cough 
and feelings of responsibility towards children as the main reasons for giv- 
ing up ‘smack’. However, he did not spontaneously talk about quitting 
tobacco smoking. 


Diagnosis 

A diagnosis of opiate (heroin) dependence syndrome with nicotine depen- 
dence and chronic bronchitis was made. 

MANAGEMENT 

Investigations 


Haemogram, liver function tests, blood sugar, ECG, Chest X Ray, urine 
for thin layer chromatography, VDRL, and Elisa for HIV was done after 
taking informed consent. His urine tested positive for heroin. Except for 
changes suggesting bronchitis on Chest X-ray, the other investigations were 


normal. 


Treatment 


The patient was admitted in the ward. Based on clinical examination and 
investigation reports, he was diagnosed to be suffering from bronchitis as 
well. The treating team comprised of psychiatrists, chest medicine special- 
ist, clinical psychologist and social worker. 
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As a part of detoxification programme, in order to control the withdrawal 
symptoms, patient received tablet buprenorphine (upto a maximum dos- 
age of 3.6 mg/day sublingually in three divided dosage schedule). He re- 
ceived the maximum dosage on the third to the sixth day of the with- 
drawal, corresponding with the peak in his drug withdrawal symptoms. 
He experienced some withdrawal symptoms like body aches and pains, 
rhinorrhoea, lacrimation, yawning, and generalized body weakness. Daily 
drug withdrawal charting was done. He was slowly weaned off 
buprenorphine in about two-week time. He also received tablet nitrazepam 
10 mg at night-time for his sleep. He received medication for his chest 
complaints as well. 


Sessions were held with the patient focusing on his awareness and under- 
standing of the drug use problem, his concerns and attitude towards drug 
use, reasons for abstinence, ability to quit for about a month time in the 
previous attempts, the reasons for the first slip (lapse) and subsequent 
relapse following a month’s abstinence in the past and complications 
arising out of the drug use habit. Issues related to tobacco use were also 
addressed through motivational interviewing. Risks related to injection 
drug use were also discussed. Family members were also actively involved 
as a part of overall assessment and management. 


In the course of his ward stay, patient showed interest in quitting tobacco 
use as well. His worries and concerns regarding giving up smoking were 
addressed. His myths and attitude towards tobacco use viz., ‘J can not give 
up smoking’, ‘I may relapse to heroin use on attempting to quit tobacco use’, 
‘one can not quit tobacco in one go were assessed. He was given a feedback 
regarding his physical health, possible links of tobacco and respiratory ail- 
ments, and adverse effects of smoking. In the process, patient developed 
motivation to quit smoking as well. He was prescribed nicotine replace- 
ment therapy (NRT) in the form of gums. He was taking 5-6 (2 mg nico- 
tine) chewing gums a day. Patient also underwent Jacobson’s progressive 
muscular relaxation therapy. 


Regarding long-term management of opiate use problem, patient was given 
the options of daily buprenorphine maintenance or naltrexone therapy, 
and explained the benefits and risks associated with the options. Patient 
gave his consent for the latter, and conveyed the feeling that he did not 
want to be hooked on to buprenorphine and also that it shall be somewhat 
inconvenient for him to come to the centre daily for buprenorphine main- 
tenance. 


Following the informed consent, patient was put on naltrexone therapy. 
The need for regular treatment compliance was emphasized. The role of 
lifestyle change and regular job functioning were also addressed. He was 
encouraged to revive relationships with non-drug using friends and 


Opioid dependence syndrome: management beyond detoxification 45 


relatives, and to spend quality time with his wife and children. 


After 3 weeks of admission, patient was discharged in an improved state. 
Patient has been on thrice a week regime of naltrexone therapy (100 mg on 
Mondays and Wednesdays and 150 mg on Fridays). Since discharge from 
the ward (since over 6 months), he is regular in his follow-ups at the treat- 
ment clinic and has been maintaining abstinence from opiates as assessed 
from self - family report and satisfaction, improvement in physical health, 
contribution to the family, and from his urine reports. The latter have 
tested positive for naltrexone and negative for opiates. His chest problems 
have also subsided. He does admit smoking one-two beedis per day but has 
been making efforts to stop its use as well. 


Family members were advised to encourage and positively reinforce patient's 
efforts towards abstinence, alongside keeping a cognitive vigil. 
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INJECTION 
DRUG USE 


Dr. RK. Lenin Singh 


CASE DESCRIPTION 


Mr. J is 30 years old, married man having two children. He has studied but 
could not complete graduation. He is unemployed and lives in a joint 
family, depending financially on his parents. He was average in studies. 


When, he was in class IX, he started smoking cigarette with his friends. 
Some of his friends were using heroin and they used to tell him their expe- 
rience of heroin. They invited him to join them and try it for himself. He 
refused for some time but as his friends persisted, one day he decided to try 
it for himself. He was helped to chase heroin. He did not enjoy it the first 
time. He felt giddy and vomited. After a few days he had strange feeling to 
try again and after 2-3 attempts he started enjoying the heroin. Gradually 
he started taking regularly every evening with friends. Initially his friends 
offered heroin for free but gradually he had to buy for himself. His pocket 
money was not enough to support his new habit. He demanded more 
money from his parents. His unsuspecting parents gave him money with- 
out any question as he was their only son. 


When he could not get heroin he felt restless, uneasy, body ache and pain, 
pain abdomen, nausea, vomiting, sleeplessness, sneezing, yawning, exces- 
sive salivation. He spent his whole time searching for heroin and neglected 
his studies. He had no time for anything else. His mind was always preoc- 
cupied to procure heroin. 


After some months, the same amount of heroin that gave him high before 
became useless. His friends informed him that he would get better effects 
by injecting and at the same time he could save some money. At first he 
was reluctant to do for fear of injecting but as he felt restless he decided to 
try. He tried to inject the same heroin instead of chasing. He found it diffi- 
cult to get new syringe and needle all the time, he had to use the same old 
syringe or share it with his friends. His parents became suspicious of him 
as his academic performance gradually deteriorated. He looked sleepy and 
uninterested most of the time. He got up late in the morning and became 
irregular in attending class and took little interest in self care. He lost things 
like jacket, wrist-watch, sports shoes etc. He used to spend long hours in 
the toilet. His parents became curious when they saw multiple swellings on 
his wrist and elbow. He evaded all their queries. He demanded for more 
and more money. He became violent and broke things when his demands 
were not met. His family was confused and ashamed of his behaviour. 


Injection drug use An 


One day he could not get heroin and was having fever with tremors. His 
parents were frightened to see his condition. They called a doctor to exam- 
ine him. The doctor told them that he was using drugs and his condition 
was because of drug related withdrawal symptoms. At first they were angry 
with the doctor for labelling their son as a drug addict, but they realized 
that their son was actually using drug for many years and they were not 
aware of this fact. The patient admitted to using heroin but was helpless. 
Despite promises to give up he could not. Ultimately they sent him to 
Pune for further study with the hope that he would stay away from the 
drug using friends and hopefully from drugs. But he found out new drug 
using friends and carried on his drug habit more freely. There he was intro- 
duced to many other drugs. But, he preferred heroin and used other drugs 
like diazepam, alprazolam, nitrazepam, avil (chlorpheniramine maleate), 
alcohol and sometimes cannabis when he could not get heroin or to in- 
crease the kick. He became popular among his drug using friends as he 
could spend lot of money on drugs. In order to satisfy his craving for 
drugs, he kept on asking more and more money from home on some con- 
text of other. 


As he could not get through his examination, he had to come back home 
after wasting time and money. Parents were desperate and they thought of 
getting him married so that he would come to his senses. He was clean for 
a few months after marriage but gradually he started his drug habit again. 
His wife tried her level best to change his behaviour and bring him back to 
normal life but in vain. There was tension in the family as one was blaming 
the other for not able to control his drug using behaviour. The family 
decided to send him to the drug de-addiction center for the first time. At 
first, he refused to get himself admitted in the centre telling that he was a 
mature person and he knew what was good or bad for himself. He said he 
would never use drug again. For few days, he was able to stay off drugs but 
that was only for few days. So, his family kept him in the drug de-addic- 
tion centre for five times in the past, but each time he relapsed soon after 
discharge as he was not motivated to give up drugs. The financial condi- 
tion of the family kept on worsening over time. 


In the last three weeks before contact now he had become weak, lost appetite 
and had nausea and vomiting. He lost weight and looked pale. He had mul- 
tiple injection abscesses in his arms and hand. He felt very sad when he was 
told by the counselor in the Voluntary Counselling and Treating Centre 
(VCTC) that he had tested positive for HCV and HIV. He was suspecting 
for quite some time that he might have been infected with HIV from his 
friends through sharing of needle and syringe as some of his friends had died 
recently of AIDS. He was worried about his young wife, two young children. 
He spent sleepless nights. He sometimes felt that he would give up his life. 
He felt sorry for his innocent wife and his two children. He felt guilty and 
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ashamed of his behaviour. He realized how much others had suffered be- 
cause of him and still supported him to get well. In the past, he was hospital- 
ized for one month for management of hepatitis 2 years back. He was unem- 
ployed and financially dependent on his parents. Pre-morbidly he was well 
adjusted before he started his drug habit. 


On physical examination, he looked pale and did not have cyanosis and 
jaundice. His pulse was 88/min, regular, BP was 130/80 mm of Hg and 
body weight was 45 kg. He had multiple injection abscesses on both the 
elbow joints, wrist joints and dorsum of left hand. He had axillary lymphad- 
enopathy. Systemic examination revealed no gross abnormalities clinically. 


On mental state examination, he was kempt but not properly groomed. Eye 
to eye contact could be made and rapport could be established. His speech 
was spontaneous with clear voice though he spoke slowly. Subjectively, he 
expressed that he was feeling sad and objectively he looked depressed. No 
delusion, obsessive thought could be elicited. He had suicidal ideas. He did 
not have hallucinations or any other perceptual abnormalities. He could not 
concentrate on anything and his memory was weak. But his judgment and 
decision making capacity was not impaired. He was aware of his condition 
and wanted to get treated. 


On investigations, he was found to be anaemic and positive for HCV and 
HIV. He was explained about the problem by the counselor in the VCTC 
and the treating physician. Fortunately, he did not have any opportunistic 
infections. His CD, count was 400/ micro litre. Chest X-ray, Ultrasound 
abdomen, was normal. Liver function tests were normal. 


CASE FORMULATION 


A 30 year old unemployed married man taking heroin intravenously for 
about 12 years. He started using heroin by chasing and gradually started 
injecting to get more kick and save money. When he could not get the drug 
he had withdrawal symptoms. He was always preoccupied with the thought 
of drug, neglecting his duties and responsibilities. He indulged in cheat- 
ing, stealing to get his next dose of drug. Because of his unsafe injecting 
drug use behaviour he had complications like injection abscess, HCV and 


HIV infection. 


He felt very sad and preferred to stay alone. He cried on many nights. He 
could not take food properly, lost weight and he was very weak. He had 
guilt feelings, pessimistic thoughts and suicidal ideas. He was determined 
to stop taking drugs. 

Diagnosis 


Opioid Dependence Syndrome (1.D.U) 
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MANAGEMENT 


He was hospitalized in the drug de-addiction centre and detoxified with 
tablet buprenorphine (0.2 mg) 3 tabs 3 times daily with a night dose of tab 
- nitrazepam 10 mg. Dose of buprenorphine was tapered by 20% by every 
2-3 days taking about 10 days to complete detoxification. He was also 
given other supportive medications like antacids, multivitamins. He was 
also given Tab ciprofloxacin 500 mg 1 tablet 2 times daily and analgesics 
for management of the injection abscess. He was referred to physician for 
opinion. 


After 10 days he started attending group sessions in psychosocial interven- 
tion and relapse prevention classes. At the time of discharge he was drug 
free and gained weight (52 kg). Though he was more motivated this time, 
considering the past history of repeated early relapse, he agreed to take an 
opioid antagonist, tab naltrexone 50 mg, once daily for 3 months. He 
came regularly in the follow up appointments and was still abstinent the 


last time he reported in the O.P.D. a week back. 


Editor’s note: Such cases with HIV/AIDS and Hepatitis need a regular moni- 


toring of their disease status and thus should be attached to a specialized clinic 
dealing with such issues. 


WOMAN WITH OPIOID ABUSE / 
DEPENDENCE 


Dr Ravindra Rao & Dr Hem Raj Pal 


CASE DESCRIPTION 


A twenty eight year old married lady from a middle socioeconomic status 
Hindu family presented to us with inability to stop heroin use. She had 
been using heroin since the past 6 years. 


The patient had not been using any psychoactive substances till 8 years 
back, when she got married at the age of 20 years. Her husband was a 
dependent user of cannabis in the form of ganja and tobacco in the form of 
beedis. The patient would often try to dissuade him from using these sub- 
stances. However he would not heed her advice and instead asked her to 
try it out and enjoy the effects, claiming that it was not a harmful sub- 
stance. The patient once smoked beedis and initially felt giddiness and chok- 
ing sensation. However, she liked the euphoric effects produced by the 
substances. She gradually started taking beedis daily by the next month or 
so. She also hiked the dosage of beedis to about 12 beedis per day to pro- 
duce the same effects as before by the next six months. The patient would 
feel anxiety and irritability when she would not be able to smoke beedis. 
These symptoms would be relieved upon consumption of beedis. The pa- 
tient would also feel an intense craving for beedis. The patient continued in 
the same pattern for the next 2 years. She would obtain beedis from her 
husband, who found a new company to smoke. The patient stopped nag- 
ging her husband since she had started smoking herself. On one occasion 
the patient also tried to smoke ganja filled in cigarettes. However she had 
excessive drowsiness and intense anxiety with the same and she did not 
continue to take ganja. 


After 2 years of using beedis in this pattern, the patient noticed that her 
husband would appear more intoxicated than before. When she asked her 
husband the reason for the excess intoxication, he replied that he has started 
using heroin. Out of curiosity, she asked him to let her smoke it once. The 
husband agreed for the same and gave her a cigarette filled with heroin. 
The patient felt euphoria with 2 to 3 puffs of heroin, but she vomited soon 
afterwards. However, she enjoyed the euphoric effects and started demand- 
ing to her husband that he should provide heroin to her too. She started 
smoking heroin daily after 1 to 2 weeks of initiating heroin. By the next 6 
months, the patient had to increase her dosage of heroin to 2 to 3 pudiyas 
(about 1-1" grammes) per day to produce the same amount of euphoria as 
experienced before. She also started chasing heroin instead of smoking it. 
The patient would have withdrawals in the form of lacrimation, rhinor- 
thea, yawning, diarrhea, body aches, abdominal pain and insomnia on 
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discontinuing heroin. The patient also would have intense craving for 
heroin. These withdrawals and craving of heroin would disappear soon 
after consuming heroin. The patient would take 1 pudiya of heroin three 
times a day along with her husband. The patient would never go out to 
procure heroin and the husband would always bring heroin for both of 


them. They had started selling off the land that the husband had inherited 


from his ancestors in order to sustain the heroin use. 


This pattern of heroin continued for the next 5 years. By this time, they 
had completely sold off their land, except for their house in which they 
were living. The husband had also started indulging in pick pocketing to 
procure money for heroin use. The patient was shunned off by her relatives 
and neighbors when they came to know about her drug use. Her parents 
would constantly exhort to leave heroin. However, she continued to use 
heroin along with her husband. The husband was arrested by the police 6 
months back. Since then, the patient found it increasingly difficult to sus- 
tain her heroin use. She then sought help of her husband’s friend who was 
also a heroin user to procure heroin for her. She started selling household 
items to sustain her drug habit. She also started cleaning utensils and washing 
clothes in others houses to earn money. However, she now felt that she 
should leave heroin soon, otherwise she would have difficulty to sustain 
her drug habit. Her parents had also threatened to leave her if she would 
not quit heroin. The patient tried to quit on her own on two to three 
occasions. However, she had considerable difficulty because of the with- 
drawal symptoms. She restarted heroin use after 3 to 4 days of quitting 
heroin on all these occasions. The patient got to know about treatment 
facility available for quitting heroin from her husband's friend who had 
started seeking treatment for his heroin dependence. The patient soon con- 
tacted the treatment centre for seeking help to quit heroin. 


The patient was assessed in detail in the outpatient setting. A positive fam- 
ily history of alcohol dependence syndrome in the father was obtained. 
Medical or psychiatric history was unremarkable. General physical exami- 
nation, including systemic examination was unremarkable. Mental status 
examination did not reveal any active psychopathology. 


CASE FORMULATION 


The patient is a young woman who had been dependent on heroin for six 
years. The husband had initiated her on heroin use. Female patients often 
have one or more relatives depending on the same substance who have a 
significant role in initiating their drug use. There were no significant absti- 


vey nence attempts. However, there were no legal or physical complications. 


¥e 


X 


The patient had minimal social support; however her parents were still in 
touch with her and she was afraid that they may also abandon her. Her 
motivation to quit heroin was fair. The main reasons for the current treat- 
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ment attempt were inability to sustain her drug use and fear of total social 
outcast. 


Diagnosis 
Opioid dependence syndrome and nicotine dependence syndrome. 
MANAGEMENT 


The patient was advised to get admitted in the treatment center into a 
ward meant for female patients. A detailed work up was done. Blood was 
analyzed for haemogram and liver function. Urine was collected for drug 
screening. [he patient was counselled about the management plan, which 
included the detoxification and maintenance treatment for 6 months. 


1. Detoxification: 


The patient was detoxified using buprenorphine sublingually. The medi- 
cation was initiated in three divided dosage to a total of 2.8 mg, which was 
hiked to 3.6mg by the third day. Tablet nitrazepam 15 mg was added at 
night to ensure sedation. Buprenorphine was tapered by one tablet of 0.4 
mg per day starting from day 4 and nitrazepam was tapered by 5 mg per 
day starting from day 7. The detoxification process was completed by day 
11. Haemogram and liver functions were within normal limits. 


2. Maintenance treatment: 


For long-term management, a multi pronged approach was suggested. Both 
pharmacological and psychosocial management was planned. 


a. Pharmacological treatment 


The patient was given a choice between agonist and antagonist treatment, 
after explaining both the treatment in details. The patient agreed for an- 
tagonist treatment. Thus the patient was kept free of opioids for a period 
of 72 hours before starting antagonist treatment. After 72 hours, 25 mg of 
naltrexone was started and the patient observed for a period of one hour. 
As there were no withdrawal reactions at the end of one hour, the patient 
was given another 25 mg of naltrexone. From the next day, the patient was 
prescribed naltrexone 50 mg once a day. She was observed for further 3 
days and then she was discharged. She was asked to follow up in outpatient 
department with thrice a week dispensing of naltrexone. The patient was 
asked to continue the medication for minimum period of 6 months. 


b. Psychosocial treatment 


The patient was explained the importance of adjunctive non — pharmaco- 
logical treatment for continued abstinence from heroin. During inpatient 
stay, psycho educational sessions were carried out every alternative day in 
which the patient was educated about the harmful effects of psychoactive 
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substances, the need for long term therapy was explained and the need for 
continued care was emphasized. The concept of relapse and relapse pre- 
vention was explained. 


With the patient's permission, the treating team contacted her parents and 
a joint session was held with the patient and her parents, wherein it was 
agreed that the patient would stay in her parents house till the husband 
returned to ensure adequate social support for the patient. 


The patient was encouraged to rejoin the tailoring course and learn stitch- 
ing with which she could earn her a living as well her leisure time would be 
managed. 


The patient was asked to completely avoid other persons involved in heroin 
use. The patient was also asked to avoid going out of the house alone for 
initial few days so that she doesn’t have any chance to use heroin. 


A list of possible cues, which would trigger heroin craving was drawn. The 
patient was taught the ways to deal with such cues when they would ap- 
pear. 


The husband had approved of the patients’ treatment process and expressed 
a desire to be treated for heroin and cannabis dependence. 


Follow-up 


The patient was asked to follow up thrice a week for antagonist therapy 
and once in three weeks with the treating physician. 


Naltrexone was given thrice a week for the patient: Monday — 100mg, 
Wednesday — 100mg and Friday — 150 mg. The need for continued absti- 
nence as well as regular follow up was emphasized. During every follow up 
with the treating physician, an enquiry was made with the patient as well 
as the family members regarding heroin use. The patient was followed for 
a continuous period of 6 months. Liver function tests were carried every 
three months to rule out hepatotoxic effects of naltrexone. Antagonist 
therapy was discontinued at the end of 6 months. However, the patient 
was asked to be watchful and asked to visit the treatment centre as soon as 
she lapses and starts using heroin once again. 


Editor’s Note: Female opioid users present special problems as they are fewer 
in number and generally have significant problems. In this case the patient 
could be admitted to a special ward but such facilities may not always be 
available when they may be treated on outpatient basis. 


SEDATIVE-HYPNOTIC 
ABUSE 


Dr Hem Raj Pal & Dr Indra Mohan 


CASE DESCRIPTION 


Mr. B, a 30-year-old married male presented with complaints that “/ just 
can't cope anymore”. He felt unable to deal with the normal stresses of his 
job and family responsibilities. He felt tired and did not feel relaxed with 
apparently no obvious reason to him. 


On further evaluation he revealed that he started having trouble sleeping 
about 3 years back. He had then recently joined his work and was often 
working hard to complete his files. He would lie down on the bed and 
would wake up after 3 to 4 hours of sleep. Following this he would try to 
sleep again but had difficulty sleeping again. He was not able to have a 
sound sleep and often left the bed feeling tired. The difficulty progressed 
and gradually he would not be able to sleep at all when he went to bed. He 
would walk around or read but could not sleep. After few weeks, he started 
feeling restless, uneasy and would sweat easily. His work performance dete- 
riorated and often became irritable. This continued for nearly 4-5 months. 
He went to a physician close to his home. His blood pressure, haemogram 
and cardiac investigations were normal. He was given alprazolam 0.25mg 
three times a day. He was advised to take easy in life, to avoid unnecessary 
stress and to come back after a week. He was relieved and was able to sleep. 
He would often take more alprazolam when he felt nervous, tired and 
anxious. 


He was using alprazolam intermittently for next few months and on occa- 
sions found significant relief in his symptoms. However, he noted increased 
worry about his job performance. He increasingly worried about his abil- 
ity to finish the work on time and to prepare for the meetings. He also felt 
that his physical health had begun to deteriorate. He would often undergo 
physical evaluation but the results were normal. The physician advised 
him to take proper treatment but he did not bother. He started often using 
diazepam along with alprazolam after seeing it being used by one of his 
friends. He felt better and often indulged in using both together and at 
times either one of them. He would usually take 30 to 40 mg. of diazepam 
and 5mg. of alprazolam. The amount would vary. His consumption in- 
creased when he felt little relief and experienced greater restlessness, in- 
somnia, tremors and palpitations. He was unable to restrict the amount of 
tablets and would take at work place and home avoiding others. He would 
often ensure that he always had these tablets whenever he went to work or 
some other place. At times he had slurred speech, unsteady gait and labile 
mood after taking the tablets. His work was badly affected and missed his 
target dates. He, on one instance experienced transient visual hallucina- 
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tions. When confronted by his wife, he insisted that he does not abuse 
diazepam and alprazolam, saying that this is “the only thing that helps’. He 
had no interest in going for repeated treatment, stating that as a profes- 
sional, he “knows what he is doing’. His wife complained that he was often 
uninterested in household and other events. He frequently slept after lunch 
or dinner, instead of working or helping in household work and that he 
frequently “shouts for no reason”. His wife complains that there is less emo- 
tional and sexual intimacy in their marriage and she complains that it is 
often like this. This has been persisting for last 18 months. 


For last 8 months he experienced excessive anxiety and worry, occurring 
more days than usual about daily events, his work and spouse performance. 
He was unable to control the worry, got easily fatigued, irritable and could 
not sleep properly. He felt tense and always keyed up. He would use more 
and more of diazepam and alprazolam and had more difficulty after few 
hours. Even the immediate use would not relieve the distress. He felt nau- 
sea, loss of appetite and heightened perception for usual sounds and light 
when the effect of tablets subsided. The symptoms were getting worse over 
time. He reports that he had been smoking tobacco for last 12 years. He 
initially smoked a packet in a week but for last 10 years, smokes a packet 
usually every day. He had been smoking 2 packets for last 1 year. He would 
occasionally drink, but for last 2 months he was drinking foreign liquor 
almost every day. He denies drinking to have ever caused problems. 


There was no h/o any significant psychiatric, medical, or surgical illness in 
the past. There was no h/o head trauma, seizures, high-grade fever or un- 
consciousness. Mr. B. has a maternal aunt with depression. His father 
smoked and occasionally took alcohol. He lived with his wife and two 


children. 


On physical examination, no significant abnormality was seen. BP was 
130/80, pulse was 88/min regular and respiration was 15/min. On mental 
status examination, patient appeared worried and restless. Patient was anx- 
ious, sweating and took deep sighing breaths periodically. His cognitive 
functions were intact. He was apprehensive about his future and felt tense 
in his muscles. No perceptual abnormality was seen. . He admitted that he 
has been using alprazolam and diazepam for some time in excessive amounts 
and has impaired functioning at home and work. He accepts that he has 
become irritable and sought help for his anxiety and substance use. 


CASE FORMULATION 


Mr. B. 30 years old presented with use of alprazolam and diazepam in 
dependent manner for last 18 months. There was history of intoxication 
and withdrawal during this period. He also had excessive anxiety, worry, 
fatigue and irritability for 3 years and more for last 8 months. He smoked 
tobacco for last 12 years. Past history was non significant, with depression 
in maternal aunt. Personal history was non significant. 
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Diagnosis 
Benzodiazepine Dependence Syndrome; Nicotine Dependence Syndrome 


with Generalized Anxiety Disorder. 


The possibility of benzodiazepine use leading to anxiety disorder seems 
unlikely. For this , the presence of benzodiazepines must be confirmed by 
history and urine screening. Next, the clinician must determine that this 
underlying problem is the cause of anxiety symptoms. Though there is no 
definitive test to establish a causal relationship, some factors can help in 
such instances. In Mr. B., the symptoms preceded the benzodiazepine use, 
the symptoms persisted for long duration (more than months) and even 
after the cessation of acute withdrawal state and are definitively in excess of 
the use of the benzodiazepines in terms of duration and the amount The 
important thing remains that the anxiety symptoms are sufficiently severe 
to warrant independent diagnosis and thus clinical attention. The presence 
of change in consciousness or any neurological manifestation signals the 
emergence of anxiety disorder secondary to substance or and underlying 
medical condition. These are atypical of an anxiety disorder and were not 
present in Mr. B. 


MANAGEMENT 


Investigations done included routine haemogram, chest skiagram (postero- 
anterior view) and urine screening was done. Liver function tests, Thyroid 
function tests and lipid profile were also carried out. All tests were normal. 
EKG showed normal sinus rhythm. 


The management of benzodiazepine dependence remains difficult for they 
are eliminated from the body slowly and symptoms may continue to de- 
velop for several weeks. The main clinical concern in sedative-hypnotic 
withdrawal is the risk of withdrawal seizures. Patients who meet the crite- 
ria for drug abuse or dependence should be slowly and carefully with- 
drawn from the medication. The foremost thing is to treat any concomi- 
tant medical and psychiatric condition. Since Mr. B. was taking higher 
doses of alprazolam and diazepam for long time, this underlines the need 
to be cautious and to go slow with the taper. 


Mr.B was put on diazepam, which was gradually tapered after stabilization 
by reducing dose to 30% on the second or third day. The withdrawals and 
the clinical state (e.g. anxiety) were assessed. Since he could not tolerate the 
tapering doses, it was withheld for 3-4 days and taper was restarted. The 
dosage was decreased further by 10-25% every few days and was complete 
by next 14 days. As a rule of thumb, the medication is tapered by about 
10% to 15% per week in the outpatient setting, usually more rapidly in 
the inpatient setting. 
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Mr B was referred to a psychiatric treatment setting wher he was treated 
with selective serotonin reuptake inhibitors - sertraline (150mg per day). 


He was counselled for sleep hygiene as follows: 

¢ Avoid excess alcohol. 

¢ Avoid tea, coffee and cola, especially in the evening. 

¢ Exercise regularly, but avoid intense exercise before bed. 

* Do not overeat before going to bed. 

* Use the bedroom for sleep and sex only, not for reading, TV, etc. 

¢ If having trouble sleeping get up and do something else for 15-20 
minutes, then return to bed. Do not take daytime naps or go to bed 


before 9-10 pm. 


Editor’s Note: Sedative-Hypnotic abuse or dependence often occurs in the 
setting of an underlying psychological or physical problem and needs thor- 
ough screening and referral. 


COCAINE 
DEPENDENCE 


Dr Sarvesh Singh, Dr Sabish Balan & Dr Hem Raj Pal 


CASE DESCRIPTION 


A thirty-one year old unmarried male who was working in a multi-na- 
tional company was brought to the emergency by his girlfriend and 2 other 
bystanders. He had been involved in a fight in a local pub after some heated 
arguments with some strangers in an intoxicated state. In the emergency 
department, he was examined by a medical resident who noticed that he 
was irritable and sweating profusely. His eyes were wide open and pupils 
were dilated. His heart rate measured 104 beats per minute and blood 
pressure was 148/86 mm Hg. He also vomited once after which he stated 
that he was fine in a loud and irritable manner. He was referred to the 
psychiatric department with a provisional diagnosis of drug intoxication 
at intake. His girlfriend corroborated that he was using some drugs while 
abroad. He had come for a vacation about 3 days back. General physical 
examination revealed no injection marks on the limbs. However examina- 
tion of the nasal mucosa showed congestion and ulceration. Examination 
of his belongings revealed a pouch containing some white powder, which 
he finally confessed as to containing “coke”. He was advised admission for 
control of immediate symptoms along with a detailed evaluation and man- 
agement subsequently. 


During the detailed interview in the ward after control of initial symp- 
toms, the patient appeared irritable and guarded initially. Later however, 
he became more open and apprised that he started using “coke” 7 years 
back. His method of administration was by intranasal route (‘snorting”) in 
the frequency of 2 to 4 days per week since the last 5 years. He would 
consume 3-3.5 grams per week and would mostly use it in the confines of 
the washroom at the workplace, where he would hide the substance in his 
“favourite” commode. After waking up in the morning, his thoughts would 
drift towards “coke”. He would try to postpone his use by distracting him- 
self but would inevitably succumb to his first ‘line’ within 2 hours, when 
he would take his first break from his work as an advertisement consultant. 
His frequency of intake would vary between 4-6 lines per day usually to 
about two lines per hour when he would feel unusually stressed and dis- 
gusted. This use would proceed till his office work got over and would 
sometimes extend into the late hours of the night when he would meet up 
with his girlfriend to make love at home. This practice of snorting before 
making love commenced after one of his colleagues revealed to him of the 
“aphrodisiac” properties of “coke”. He also reported occasional use of 
nitrazepam tablets in the dose of 10-20 mg as prescribed by his pharmacist 
friend on some days when he would experience insomnia, irritability and 
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anxiety after taking cocaine. 


His first initiation to cocaine was in the company of his rock band mem- 
bers, where he was working as a part time singer seven years back. He 
enjoyed the experience and described it in his own words as pleasurable, 
tantalizing, energizing and euphoric. This drug, he said would open the 
doors of creativity and would help him to compose music and assist in 
song writing. He had received a lot of appreciation and laurels for his “spe- 
cial” brand of surrealistic music. He would say that his anxiety and inhibi- 
tions would vanish with this wonder drug while on stage. Occasionally he 
would experience discomfort in the form of palpitations and nausea. In 
the first year, his use was best described as episodic and only when offered 
by others. He would svort about 2-3 lines at a single instance. In the pro- 
cess, he noticed that his experience of sex was more pleasurable and lasted 
longer. His girlfriend would be amazed by his potential and even called 
him a “stallion” many a times. In the initial 2 years he would experience 
neither cravings nor withdrawals when not using it for 1-2 weeks at a stretch. 
Following the day of heavy use, he would complain of tiredness and low 
mood. Gradually he had to increase the dose of cocaine to about 2 grams 
by the third year to get the same high. His binge pattern of use became 
more conspicuous and he would average | to 3 binges per week. During 
this time, he administered cocaine every 10-15 minutes, which would evoke 
intense euphoria and vivid memories of his yesteryears. This was in marked 
contrast to the disgusted feeling experienced on the other days after which 
he would have an extreme desire to consume coke. Since the last five years, 
dyscontrol had set in and his drug use has escalated to the present dose 
concurrent to which, there have been problems in his professional career. 
His work had also become hampered by his drug use and he is irregular in 
his present job despite repeated warnings. He was not able to concentrate 
in his work and had difficulties in memory and attention. He had created 
a lot of commotion at his workplace and changed two jobs prior to this. 
His relationship with colleagues became strained due to his short temper 
and frequent quarrels on minor provocations. He had problems with his 
previous girlfriends on trivial matters resulting in their breakup. He had 
legal problems after the police arrested him and sent him to jail on one 
occasion due to high speeding of his car and consequent road traffic acci- 
dent, which occurred under the influence of cocaine. He was forced to 
meet a psychiatrist after coercion from his superior with the threat of job 
suspension. He tried to abstain for a few days after admission there about 
2 years back. During this time, he experienced a severe crash lasting several 
days consisting of irritability, fatigability and sleep disturbances after which 
he returned back to his previous dose within 2 months of abstinence. He 
did not consider the possibility of being addicted to cocaine although he 
felt it would make a lot of change in his life had he abstained from it. 
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There was history of alcohol abuse in conjunction with cocaine and he 
observed the synergistic effects of the combination were better. However 
he stopped alcohol use after his father was diagnosed to have cirrhosis of 
the liver. His current consumption of alcohol was limited to drinking of 
beer at parties. The other drug that he had used was marijuana, which he 
occasionally smoked in his sophomore years though he did not find it very 
pleasurable. There is no history of any physical illness or complications 
concomitant to cocaine use. There was family history of substance depen- 
dence in his father, who had been dependent on alcohol for the last 23 
years. His father migrated to the United States of America with his mother 
and then divorced her two years after his birth due to interpersonal prob- 
lems consequent to alcohol dependence. His father then married an Ameri- 
can woman there and has two children by her. His family support had 
been poor following this, as his stepmother would show differential affec- 
tion towards him. 


As the interview came to a close, he agreed that though he had come here 
by default, he was under tremendous pressure from his girlfriend to reduce 
cocaine use and that he was even contemplating the potential benefits of 
stopping cocaine use in the long run. He had begun to experience sexual 
difficulties in performance and drive for the last one year. He felt guilty 
about the years that he has wasted and still keeps thinking about the prob- 
lems that he could have avoided in the family and personal spheres. He 
agreed to undergo a long-term residential de-addiction programme for this 
problem. 


CASE FORMULATION 


A 31 yr old unmarried male with well adjusted pre-morbid personality, 
family history of psychiatric illness in the form of alcohol dependence syn- 
drome with cirrhosis liver in father and no h/o medical illness presented 
with 7 years use of cocaine with dependent use for 5 years duration with 
features of tolerance, priority of cocaine use over other pleasurable activi- 
ties, inability to control the dose in terms of initiation, maintenance and 
termination along with persistent use despite harmful consequences in the 
form of nasal congestion and mucosal ulceration along with severe socio- 
occupational dysfunction and interpersonal problems. General physical 
examination findings are suggestive of dilated pupils, tachycardia, nasal 
mucosal congestion and ulceration. Positive findings on mental state ex- 
amination included irritability, ideas of guilt with motivation in the con- 
templation stage with an external locus of control. 


DIAGNOSIS 


Cocaine Dependence Syndrome 
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Investigations: 
Urine sample — positive for cocaine 


Haemogram, Liver function tests, Blood Sugar, Renal function tests, ECG 
& Skiagram chest PA view — within normal limits 


Skiagram para-nasal sinuses, occipitomental view showed hazy maxillary 
sinus bilaterally suggestive of chronic sinusitis. 


Management 


The acute irritability and agitation was managed with injection haloperi- 
dol 5 mg and tablet lorazepam 2 mg. The sinusitis and bleeding were treated 
with oral antibiotics in the form of tablet azithromycin and xylometazoline 


nasal drops along with ibuprofen tablets. 


INHALANT 
ABUSE 


Dr Anju Dhawan & Dr Yatan Pal Singh Balhara 


CASE DESCRIPTION 


A 15-year-old boy was brought to the Drug Dependence Treatment Cen- 
tre by his parents for evaluation and intervention for use of inhalant sub- 
stances. The patient was a student of 9th grade and was from a lower middle 
class urban Hindu family. He had started using inhalants in the form of 
typewriter ink eraser six months back. The patient was introduced to this 
substance by his friends in school who were also using it. The patient liked 
the peculiar smell and the effect of the substance and bought a bottle of the 
same. Initially he used the eraser fluid intermittently, about once in 2-3 
days. After one month, he started to inhale it regularly and over another 
one month, his consumption increased in frequency from once a day to 
ten to fifteen times a day and the quantity increased to two bottles a day. 
The patient was unaware of the physical hazards associated with use of 
eraser fluid. 


The use of the eraser fluid would give him a pleasurable sensation that he 
found difficult to describe. He experienced restlessness, and irritability in 
case he was unable to use the substance for a few hours. This was associated 
with an intense desire to inhale the substance. He used the eraser fluid 
both in school and at home, for which he missed his classes and spent most 
of his time away from family members. On occasions the patient would 
get intoxicated following the inhaling of eraser fluid and would be discov- 
ered in that state by his peers. The parents of the patient came to know 
about the substance use when they discovered the empty bottles of the 
eraser fluid in his cupboard. This served as the possible explanation for the 
recent change in patient's behaviour like reports of missing classes in school 
and deterioration in academic performance, tendency to remain alone and 
away from other family members, avoiding friends and play activities which 
he previously enjoyed. The parents made efforts to persuade the patient to 
quit use of the eraser fluid and this elicited anger and defiance on part of 
the patient. He started to steal money from his home to purchase the sub- 
stance and would often lie to his parents regarding his daily schedule. In 
last six months of use, he never tried to stop use of the eraser fluid in spite 
of repetitive persuasions by the family members. The patient reported in- 


ability to stop the inhalant fluid. 


Because of the continuing use of the substance by the patient, his parents 
decided to take medical consultation and he was brought to the treatment 
centre. Personal history revealed that the patient was overactive as com- 
pared to the other children of his age since 3 years of age. He would always 
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be on the go, never being able to sit quietly at one place even if there were 
visitors around or while taking his meals. The parents found him to be 
always full of energy that would never seem to end. His over-activity con- 
tinued during his school hours and he was not able to sit in his seat for 
long. He also kept going to other children and disturbing them. He would 
not wait for his turn and was the first one to respond to his teachers’ ques- 
tions, though most of the times his responses were incorrect. He was inat- 
tentive in class and was often distracted easily. He did not complete his 
homework and needed help to organize and complete his home-assign- 
ments. He made careless mistakes while doing his work. His performance 
in examinations was also poor. He was not very popular with his peers as 
well because of his impulsive nature. 


The patient was born as a full term normal delivery. There were no antena- 
tal, peri-natal or postnatal complications. He achieved the developmental 
milestones at the appropriate time and did not exhibit any neurotic traits 
like thumb sucking, bed-wetting or nail biting. He was elder of two sib- 
lings, the younger one being a sister, whom he would keep teasing. His 
parents liked him for his active nature initially but the same would leave 
the parents frustrated because of the resulting disruption. 


The patient had history of two episodes suggestive of generalized tonic 
clonic seizures (GTCS) at the age of 3 years both of which were associated 
with high-grade fever. Patient’s academic performance had been poor, which 
further deteriorated following the substance abuse, as he would spend most 
of his time in substance use related behaviour. His interaction with the 
peers also changed subsequent to the substance use. His friends found him 
irritable most of the times and the patient would hardly spend any time 
with them. There was no history of indulgence in high-risk sexual behaviour. 


The patient lived in a joint family with his parents, sibs, grandparents, 
uncles, aunts and cousins. Ever since his substance abuse came to be known 
to the family members he was looked upon as the “black sheep” of the 
family and his relationship with various family members deteriorated. There 
was no history of any psychiatric illness, neurological illness, mental retar- 
dation or substance abuse in the family members. 


Patient’s general physical examination was within normal limits. Mental 
State Examination did not reveal any abnormality. His attention was 
arousable and sustained. No other significant psychopathology was de- 
tected during the course of the interview. 


Routine investigations including complete haemogram, Liver Function Test 
(LFT), Renal Function Test (RFT) were sent for, which were within the 
normal range. EEG was done as he had history of seizures during child- 
hood, which failed to reveal any epileptic discharge. The patient was 
referred to Child Guidance Clinic for the assessment of behavioural 
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problems and following detailed assessment an impression of Hyperkinetic 
Disorder (Attention Deficit Hyperactivity Disorder) was made. His IQ 


was within the normal range. 
CASE FORMULATION 


A 15-year-old boy, with no family history of psychiatric or neurological 
illness and past history suggestive of febrile seizures at the age of 3 years 
presented with complaints of abuse of inhalant in form of typewriter eraser 
fluid for past 6 months. The patient had associated features of inattention 
in form of inattentiveness, easy distractibility, difficulty sustaining concen- 
tration, difficulty organizing tasks since the age of 3 years which were asso- 
ciated with features of hyperactivity and impulsivity namely, being fidgety, 
always being ‘on the go’ and difficulty awaiting turn observed in school 
and home settings. These features were associated with poor academic per- 
formance that further deteriorated after onset of substance use. No signifi- 
cant finding was observed during the general physical examination and 
mental state examination. Investigations including complete haemogram, 
LFT, RFT and EEG were within the normal range. Patient's IQ was within 


normal range. 
DIAGNOSIS 


Inhalant Dependence and Hyperkinetic Disorder (Attention Deficit Hy- 
peractivity Disorder). 


Diagnosis 


The patient fulfilled the following ICD-10 criteria for substance depen- 
dence in form of persistent desire and inability to stop the substance, spend- 
ing lot of time in recovering from the effects of the substance, important 
social and other activities being given up in absence of the substance and 
tolerance. 


Co-morbidity in adolescents with substance use disorders 


Substance dependence in adolescents is commonly associated with other 
psychiatric co-morbidities, the common one being conduct disorder, 
ADHD, major depression, and anxiety disorder. The current case is of 
ADHD associated with substance dependence. 


MANAGEMENT 


The patient was managed on outpatient basis for substance dependence 
and ADHD using psychosocial interventions. 


1. Psycho-education regarding health hazards of inhalant abuse was done 
for the patient and the family members. Subsequent to the awareness 
& knowledge about the adverse consequences of the substance abuse 
and motivation enhancement sessions patient’s motivation improved 
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and he expressed a stronger willingness and desire to quit the substance 
use. 


2. Process of treatment was explained to the patient as well as the family 
members. 


3. Assessment of high risk factors for relapse was carried out. The most 
important of it were availability of free time and craving for the sub- 
stance. As a part of the management plan, scheduling of daily activities 
was carried out. To manage the craving for the substance the patient 
was advised ways to divert his attention, use of some other eatables of 
liking at the time of craving, keeping him busy in productive activities. 
He was also taught alternate leisure time activities. He was encouraged 


to develop healthy hobbies. 


4. Family intervention was also one of the components of the manage- 
ment plan which included 


a. Supervision by the family members. 


b. The parents of the patient involved the teachers in monitoring 
progress by taking feedback regarding patient’s performance in 
school. 


c. Reassurance of family and support to family to cope up with the 
stressful situation. 


d. Behavioural intervention for the family in form of training of par- 
ents and the patient, use of reward and negative reinforcement strat- 
egies was also carried out with the focus on inattention, hyperactiv- 
ity, relapse prevention and improving academic performance by a 


skilled clinical psychologist. 


5. In addition, studying skills and coping skills of the patient were also 
addressed and measures were taken to improve and their implementa- 
tion was ensured both at home and at school. 


The patient was on regular follow up and over a period of around two 
months he was totally abstinent from the substance; there was an improve- 
ment in attendance at school and improvement in interaction with the 
peers and family members. 


Editor's note: These patients need to be handled in a special centre that has 
staff which can cater to their specific needs. In case a referral is required it 
should be made to a psychiatric set-up dealing with adolescents. 
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POLYDRUG 
DEPENDENCE 


Dr. Rakesh Lal and Dr Amardeep Kumar 


CASE DESCRIPTION 


Mr. S.K, 26 year old, married male, currently working as an auto rickshaw 
driver started using substances 8 years ago. Initially he started using to- 
bacco in the form of beedi along with his friends. He was initially taking 5- 
6 beedis daily. Soon he started using it alone and increased his daily beedis 
intake to approximately 25 beedis over the next 6 months. 


Later his friends introduced him to alcohol in the form of beer at a party. 
He liked the effect and started taking beer 1-2 times per week. Subse- 
quently he was introduced to whisky at yet another party by his friends. 
He was soon taking whisky regularly with his friends in the night. The 
amount progressively increased and though initially he took whisky only 
in company, soon he was taking it alone too. The amount of whisky in- 
creased from sharing a bottle amongst few friends to intake of a complete 
bottle alone. This was often accompanied by 1-2 bottles of beer. Soon he 
himself felt he was getting addicted to alcohol and experienced difficulties 
in the form of tremors, irritability and lack of sleep when he did not drink 
alcohol. He was troubled by this as it was interfering with his family life 
and also his profession — auto-rickshaw driving. He once had an accident 
under the influence of alcohol and decided to stop drinking. He went to 
his friends who advised him to start heroin (smack) to leave alcohol. He 
was told that later he can stop heroin easily. 


He took heroin first with his friends by smoking. He initially took less 
than 1 pudia daily but rapidly enhanced the daily consumption to 5-6 
pudias (lgm). He also changed the route from smoking to chasing. With 
this he managed to decrease the amount of alcohol use to 1/4" bottle/day, 
but was not able to stop it completely. His tobacco use continued as be- 
fore. As the patient started running short of money due to expenditure on 
procuring the substances, he started using tablets of nitrazepam prior to 
use of heroin as suggested by his friends for the last 5 years. He found the 
effect of heroin to be more pleasant and long lasting with tablet nitrazepam 
(10 mg) and increased the dose to 4-5 tablets/day over next 3 months. His 
alcohol use continued as usual with small reduction in the dose of smack. 
The patient would use alcohol to curb the anxiety symptoms which follow 
after not using heroin for 5-6 hours as alcohol used to be cheaper than 
smack. Similarly he would use heroin and tablet nitrazepam to relieve anxiety 
symptoms following the night-time use of alcohol. As he continued using 
all the substances (tobacco, alcohol, heroin, nitrazepam) concurrently, he 
stopped doing his work and would spend all his time in procuring and 
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consuming the substances. The patient would indulge himself in antisocial 
activities (pick pocketing, theft) to sustain his drug use habit. He also 
stopped attending and performing the routine social activities. 


Last month's substance use pattern was- 
Tobacco - 25 cigarettes per day 
Alcohol — - 1/4" bottle of whisky per day at night 
Heroin = - 4-5 pudias (approx. 3% Gms) per day 
Nitrazepam- 4-5 tablets (10mg) per day 


There was no history suggestive of any significant psychiatric or medical 
illness. Past history was not suggestive of any significant psychiatric or 
medical illness. The patient belongs to a nuclear Hindu family. The patient 
is second among his five siblings. There is no evidence of substance use in 
any family member. The patient who is illiterate started running auto rick- 
shaw at the age of 18 years. He got married at the age of 21 years and has 3 
children (2 sons aged 4 and 3years and a daughter aged 2 years). From the 
beginning of marriage, there is marital discord due to substance use by the 
patient. Pre-morbid personality was well adjusted. 


General physical examination revealed burn marks on fingers of both hands. 
Systemic examination revealed no abnormality. 


Mental state examination revealed no abnormality. He appeared slightly 
disheveled, unshaven but was polite. Cognitive functions including memory 
(immediate, recent and remote) and orientation were not impaired. He 
appeared somewhat anxious but mood was essentially euthymic. No for- 
mal thought disorder could be elicited. He was preoccupied by the harm 
he has done to himself and family but had no delusions. His judgement — 
test, social and personal were intact. He appeared well motivated and his 
reasons for leaving substance abuse included family responsibilities and 
being fed up. Motivation was essentially intrinsic. 


CASE FORMULATION 


A 26 year old, illiterate, male with well adjusted pre-morbid personality 
and no family history of substance use presenting with use of tobacco for 
the last 8 years with concomitant use of alcohol, heroin and nitrazepam for 
the last 4 years characterized by tolerance for alcohol, heroin and nitrazepam 
(increase in amount to obtain the same effect), use of either substances to 
get rid of withdrawal symptoms (non-specific anxiety), with great deal of 
time spent in activities necessary to obtain all the substances leading to 
failure to fulfill his social and occupational role during the last 12 months 
period and no abnormality in the mental status examination. 


Diagnosis 


Poly-substance Dependence 
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Diagnostic Issues 
1. Making the diagnosis of poly-drug dependence 


In this case, the below mentioned criteria are fulfilled to make a diagnosis 
of poly-substance dependence- 


a. Regular use of three groups of substances with no one single substance 
(either of alcohol, heroin or nitrazepam) predominating during the same 
12-month period (self-report, urine screening for substances, general 
physical examination). 


b. Dependence criteria met for substances as a group (not for individual 
substance) during the same 12-month period (current year) are- 


i. Presence of withdrawal symptoms which gets relieved by use of e7- 
ther substances (non-specific anxiety symptoms getting relieved by 
alcohol, heroin or nitrazepam). 


ii. A great deal of time is spent in activities necessary to obtain the 
substances (contribution of individual substance difficult to make 
out). 


iii. Important social, occupational or recreational activities are given 
up or reduced because of substance use (contribution of individual 
substance difficult to make out). 


2 Issue of co-morbidity 


As these patients have chaotic and indiscriminate patterns of substance 
use, possibility of co-morbid general medical conditions are high for which 
careful medical examinations is needed. The case described has no co-mor- 
bid condition. 


MANAGEMENT 

Investigations 

Liver function test and haemogram were within normal limits. 
X-ray chest P/A view revealed no abnormality. 


Urine screening for substances revealed the presence of heroin and 
nitrazepam in urine. 


In the case described, the patient is regularly using alcohol, heroin and 
nitrazepam concomitantly, so he needs to be detoxified from all the sub- 
stances. For alcohol, diazepam was used as detoxification agent as patient's 
liver function test was normal. He was given 40 mgs diazepam for 3 days 
and then tapered over the next three days. It also served as a detoxification 
agent for nitrazepam. 
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For heroin, buprenorphine was used in the dose of 4 mgs to begin with in 
divided doses. A decision to continue patient on maintenance dose was 
made and he was continued on buprenorphine at the same dose. Later he 
was put on 8mgs alternate day for the convenience of dispensing when he 
comes for outpatient follow-up. He was also introduced to psychological 
interventions that included teaching patient healthy coping skills and im- 
proving interpersonal relationships through family therapy. 
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APPENDIX 1 
FAGERSTROM’S TEST FOR NICOTINE DEPENDENCE 


1. How soon after you wake up do you smoke your first cigarette? 
After 60 minutes (0) 
31-60 minutes (1) 
6-30 minutes (2) 
Within 5 minutes (3) 


2. Do you find it difficult to refrain from smoking in places where it is 
forbidden? 
No (0) 
Yes (1) 


3. Which cigarette would you hate most to give up? 
The first in the morning (1) 
Any other (0) 


4. How many cigarettes per day do you smoke? 
10 or less (0) 
11-20 (1) 
21-30 (2) 
31 or more (3) 


5. Do you smoke more frequently during the first hours after awakening 
than during the rest of the day? 
No (0) 
Yes (1) 


6. Do you smoke even if you are so ill that you are in bed most of the 
day? 
No (0) 
Yes (1) 


Interpretation of the scores 
- 0-2 —Very low dependence 
3-4 — Low dependence 
5 — Medium dependence 
6-7 — High dependence 
8-10 — Very high dependence 


Reference : Heatherton TE, Kozlowski LT, Frecker RC et al. The Fagerstrom Test for Nicotine 
Dependence : a revision of the Fagerstrom Tolerance Questionnaire. British Journal of 
Addiction, 1991;86(9):119-127. 


71 


APPENDIX 2 
CAGE 


CAGE is a mnemonic for the following questions: 

1. Have you ever felt that you should cut down on your drinking? 

2. Have people annoyed you by criticizing your drinking? 

3. Have you ever felt bad or guilty about your drinking? 

4. Have you ever had a drink first thing in the morning to steady your 
nerves or get rid of a hangover (eye-opener)? 


Interpretation of CAGE questions 

Answering Yes to 2 questions — Strong Indication for alcohol depen- 
dence 

Answering Yes to 3 questions — Confirms alcohol dependence 


Reference : Ewing JA. Detecting Alcoholism: The CAGE Questionnaire. JAMA, 1984; 
252(14):1905-7 
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APPENDIX 3 
THE ALCOHOL USE DISORDERS IDENTIFICATION TEST 


Read questions as written. Record answers carefully. Begin the AUDIT 
by saying “Now I am going to ask you some questions about your use of 
alcoholic beverages during this past year.” Explain what is meant by 
“alcoholic beverages” by using local examples of beer, wine, vodka, etc. 
Code answers in terms of “standard drinks”. Place the correct answer 
number in the box at the right. 


1. How often do you have a drink containing alcohol? 
(0) Never [Skip to Qs 9-10] 

(1) Monthly or less 

(2) 2 to 4 times a month 

(3) 2 to 3 times a week 

(4) 4 or more times a week 


2. How many drinks containing alcohol do you have on a typical day 
when you are drinking? 

(0) lor2 

(1) 3 or 4 

(2) 5 or6 

(3) 7+ 8,009 

(4) 10 or more 


3. How often do you have six or more drinks on one occasion? 
(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily or almost daily 


4. How often during the last year have you found that you were not able 
to stop drinking once you had started? 

(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily or almost daily 


5. How often during the last year have you failed to do what was nor- 
mally expected from you because of drinking? 

(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily.or almost daily 
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6. How often during the last year have you needed a first drink in the 
morning to get yourself going after a heavy drinking session? 

(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily or almost daily 


7. How often during the last year have you had a feeling of guilt or 
remorse after drinking? 

(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily or almost daily 


8. How often during the last year have you been unable to remember 
what happened the night before because you had been drinking? 

(0) Never 

(1) Less than monthly 

(2) Monthly 

(3) Weekly 

(4) Daily or almost daily 


9. Have you or someone else been injured as a result of your drinking? 
(0) No 

(2) Yes, but not in the last year 

(4) Yes, during the last year 


10. Has a relative or friend or a doctor or another health worker been 
concerned about your drinking or suggested you cut down? 

(0) No 

(2) Yes, but not in the last year 

(4) Yes, during the last year 


Skip to Questions 9 and 10 if Total Score for Questions 2 and 3 = 0 
Interpretation of AUDIT scores: 


Total scores of 8 or more are recommended as indicators of hazardous 
and harmful alcohol use, as well as possible alcohol dependence. AUDIT 
scores in the range of 8-15 represent a medium level of alcohol problems 
whereas scores of 16 and above represented a high level of alcohol 


problems. 


Reference : Babor T, dela Fuente JR, Saunders J, Grant M. AUDIT: Guidelines for Use in 
Primary Health Care. WHO, Geneva, 1992. 
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The Drug De-addiction Programme was initiated by the Ministry of 
Health and Family Welfare, Government of India in 1988. Under 
this programme, the National Drug Dependence Treatment Centre 
(Previously De-addiction Centre ), All India Institute of Medical 
Sciences, New Delhi has been conducting regular training courses 
for physicians. A manual was developed and published in 1999 as 
an aid for physicians attending these courses. In subsequent 
national meetings, it was suggested that manual for physicians be 
revised/updated and additional resource material should also be 
developed. As a result, the Case Book for substance use disorders 
with illustrative clinical material was developed. It is suggested 
that the casebook be used conjointly with manual for physicians 
during the training programmes. It is hoped the Case Book woul 


make clinical teaching richer and more informative 


